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CLINICAL LECTURE. CARCINOMA OF RECTUM* 


A. T. Bazin 


Assistant Professor Surgery and Clinical Surgery, McGill University 


Attending Surgeon Montreal General Hospital 


DESIRE to bring to your attention two cases 
which have some points of similarity but 
other striking features which are dissimilar. 
You will perceive that in both patients an 
inguinal colostomy has been performed at some 
prior date, and it is my intention to unfold the 
conditions in each individual which demanded 
this interference; also to emphasize some lessons 
which you should never forget. 

Case No. 1 has a history which in short is as 
follows: a French-Canadian farmer aged 34 was 
admitted Jan. 25 complaining of abdominal dis- 
tention and an inability to obtain a movement 
of the bowels during the previous six days. On 
Jan. 19 he first had some abdominal pain and 
the bowels.did not move. On Jan. 22 he had 
increased -pain, some vomiting, and he took to 
his bed. He vomited many times on the 23rd. 
and 24th a dark greenish material.. He had 
partaken of no food since Jan. 21st. 

His past history is one of perfect health (with 
the exception of tonsilitis four years ago) until 
April 1921 when he noticed he was constipated, 
having previously been quite regular. Since 
April 1921 he has had four attacks, character- 
ized by abdominal pain, vomiting, and obstinate 
constipation. These attacks confined him to his 
bed for 3 to 4 days. He states he has lost 
neither weight nor strength. 

On the day of admission he was quite free 
from pain but had marked abdominal distension 
with obliteration of liver dullness. The abdo- 
men was tympanitic throughout, but was not 
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tender nor rigid. A rectal examination was 
negative. Other systems were negative. 
The tongue was moist; the general condition 
good; his temperature was 98 2-5F, his pulse 
88; the leucocyte count was 18,500. An enema 
was given and was returned slightly effectual 
with some flatus. On Jan. 26th, the day after 
admission, the enemata given had the same 
result without, however, any decrease in the 
distension. On the following day (Jan. 27) 
vomiting supervened light. brown in colour with 
fecal odour, and the enemata were returned 
clear. Intestinal obstruction of unknown sit- 
uation was the diagnosis, and laparotomy was 
performed by Dr. Eberts, who finding an 
annular scirrhus carcinoma of the upper part 
of the rectum, performed an inguinal colostomy 
as a life-saving operation. 

Now in the light of this definite knowledge 
regarding his condition let us analyse the 
history :- 

1st. His age was 34 years. I can see you are 
surprised that carcinoma should occur in one 
so young. It is true that this is somewhat un- 
usual but I want you to remember that carci- 
noma, although more common after 45, does 
occur in the young; and carcinoma of the rec- 
tum occurs more frequently at a comparatively 
early age than does carcinoma of any other 
organ. 

2nd. The leucocytosis was 18,500. I can 
explain this only by the probability of there 
being ulceration of the mucous surface of the 
eancer with septic absorption therefrom. 

ord. The history of the sudden development 
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of constipation in one previously regular, the 
occurrence of recurring crises of abdominal 
pain with vomiting and obstipation should have 
gained for this man a routine examination which 
would have cleared up the diagnosis long before 
his life was endangered by the onset of acute 
intestinal obstruction. You have repeatedly 
been told that the only way to successfully com- 
bat carcinoma is by early diagnosis followed by 
prompt and radical operation. It is almost a 
year since this patient gave signs of serious 
mischief and during that time the cancer has 
been extending, slowly but surely. 

Case 2. presents an altogether different pic- 
ture. X. Y., male, aged 61; also a farmer, was 
admitted February 15 complaining of constipa- 
tion, bleeding from the rectum, and loss of 
weight and strength. His past history was one 
of uninterrupted health but he has been consti- 
pated for years, and for 20 years has had 
‘*piles’’ for which he has continuously employ- 
ed salves and has had bleeding on several occa- 
sions. 

In June, 1921, his constipation became more 
obstinate and he noticed pain during defecation 
accompanied by the loss of bright red blood. 
Since that time he has been continuously 
troubled with the desire to defecate 8 to 12 
times daily, passing very little fecal material 
but considerable flatus and small amounts of 
offensive dark bloody mucous. He has lost 20 
lbs. in weight since June 1921 and has weakened 
progressively. He has had some frequency of, 
and pain upon, urination for two years but this 
pain has been much more severe during the past 
two months. In November, 1921, he consulted 
a physician who omitted a rectal examination 
but preseribed suppositories and recital douching 

On admission he showed some signs of cardio- 
vascular change: i.e., thickening of radial arter- 
jes; cardiac enlargement to left, 1l¢e.m.; faint 
trace of albumin in urine; systolic blood pres- 
sure 160. 

Rectal examination shows the anal canal to 
be normal, but immediately upon entering the 
ampulla the finger encounters a deep ulcer 
which is extremely tender and bleeds freely 
from the manipulation. The tenderness pre- 


cludes a thorough examination, but from the 
history, and such examination as is possible a 
colostomy is determined upon, at the same 
time a more complete investigation of the local 
condition can be carried out. 
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Colostomy was performed the following day. 
While the patient was under the anaesthetic the 
rectum was again examined. A large excavat- 
ing ulcer was found on the anterior surface of 
the rectum. It had soft friable edges, was 
raised considerably above the level of the sur- 
rounding surface and infiltrated the neighbour- 
ing tissues for some distance. A narrower ulcer- 
ating area was also present on the lateral and 
posterior wall almost encircling the lumen of 
the gut. There was marked fixation of the base 
of the ulcer anteriorly to the structures about 
the prostate and base of the bladder. A portion 
of the edge of the ulcer came away on the 
finger, which histologically showed the structure 
of an adenocarcinoma. 


The colostomy was performed through a 
split muscle incision enlarged by splitting the 
anterior sheath of the rectus transversely and 
retracting the rectus muscle and deep epigastric 
vessels medially. This, while it allows the intro- 
duction of the hand for exploration, also per- 
mits of closure without an undue weakening of 
the abdominal wall or a laxity of the wall | 
about the colostomy loop. Exploration in this 
ease revealed no metastases in liver or retro- 
peritoneal glands nor any involvement of the 
peritoneal surface in the pelvis. 


After the colostomy was performed the bleed- 
ing completely stopped; there having been only 
2 or 3 small discharges per anum; the pain in 
the rectum almost ceased, the tenderness was . 
much less and on examination there was less 
fixity of the mass anteriorly. 

Carcinoma per se is a painless condition, not- 
withstanding the popular belief. The pain and 
tenderness are due to complicating conditions; . 
in this instance to secondary septic infection of : 
the peri-rectal tissues through the open. ulcer, 
and to the repeated trauma of frequent strain- » 
ing attempts at defecation. A colostomy places 
the rectum under conditions favourable to com- 
plete rest, hence the subsidence of the signs of 
secondary inflammatory infiltration; i.e., pain, 
tenderness, size, and fixity to contiguous struc- 
tures. 


The lesson I wish to drive home from a study © 
of this ease is the necessity of a rectal examina- 
tion in all patients who consult you regarding 
painful defecation, with or without bleeding. A 
digital examination at least, but if that fail to 
reveal the source of the trouble then a procto- 








scopic or other method of examination until the 
condition is truly interpreted. - 

Now, what about the prognosis in these two 
cases provided radical operation for removal of 
the growth is performed. Case 1 has a scirrhus 
carcinoma, with little or no ulceration and no 
evidence of metastasis. Case 2 has a soft adeno- 
carcinoma with extensive destruction but also 
with an undoubtedly rapid extension, although 
with no evidence of metastasis. 

Taking an analogous condition in the breast, 
a scirrhus and a soft medullary carcinoma, we 
know that the latter is much more rapid in its 
spread both locally and to the glands, but a 
scirrhus of the breast can be detected much more 
early than can a scirrhus of the rectum. In the 
latter situation it gives no signs until those of 
obstruction supervene, as exemplified in Case 1, 
and inasmuch as a scirrhus develops those signs 
of obstruction not. because of the size of the 
mass but because of the cicatricial contraction 
in the fibrous tissue which is such a marked 
element in scirrhus cancer anywhere; and inas- 
much as we know that organization of fibrous 
tissue and cicatricial contraction of the same is 
a very slow process, we must infer that the 
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carcinomatous cells (which primarily by their 
presence stimulate the formation of fibrous tis- 
sue in the scirrhus type) have been present for 
a much longer period of time than denoted by 
the onset of symptoms. And because extension 
and metastasis bear’ a definite relation to the 
length of time carcinoma has been present .we 
must conclude that in carcinoma of the rectum 
the scirrhus type has a more unfavorable prog- 
nosis than has the soft adeno-carcinoma with 
its early ulceration and bleeding attracting at- 
tention. ‘This conclusion is borne out by sta- 
tisties. 

To recapitulate the lessons to be drawn trom 
these cases; to point the moral as it were :- 

1. Carcinoma of the rectum is not uncommon 
in individuals of a comparatively early age. 

2. Abdominal crises must not be permitted 
to pass unexplained. 

3. Rectal bleeding and painful defecation 
demand such an examination as will satisfac- 
torily explain the cause. 


4. In earcinoma of the rectum the secirrhus 


type has a more unfavorable prognosis than _ 


has the soft adenomatous type. 


AORTIC DILATATION AND ANEURISM* 


WALLACE Wixtson, B.A., M.B. 


Vancouver, B. C. 


[DURING the last two and a half years I have 

examined for the Department of S. C. R. 
a considerable number of ex-soldiers and 
have found amongst them a certain per- 
centage suffering... from disease of the 
thoracic aorta as manifested subjectively by 
certain well or ill defined symptoms, and objec- 
tively by a dilatation of some part of that di- 
vision of the aorta. This dilatation, has, in 
some, been slight, in others, well defined or 
marked, and, finally, in a third class there has 
been present an aneurysm either fusiform or 
saccular in character. In the early months of the 
work it was noted that amongst these cases some 


———. 





*An address delivered before the British Columbia 
Medical Association. 





men came up for examination in whom the clin- 
ical signs were clear and the cause apparent, 
while in others the signs were slight or 
absent and a definite explanation of the 
symptoms complained of was only | given 
by the X-Ray. It resulted then that 
every patient appearing for examination 
of the chest was gone over carefully, with 
the idea of a possible aortitis in mind, and it is 
the incomplete results of this search that are to 
be presented. According to Brown, (1) the 
normal aorta of a young adult man should meas- 
ure from five to seven ems. in the transverse 
diameter, the maximum width extending to 
8 ems. after 50 years of age, while the measure- 
ments are somewhat less in women. Peter, (2): 
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gives the transverse dullness of the aortic and 
pulmonary trunks together, as about two inches 
and states that in chronic aortitis the width may 
exceed three inches. Smith and Kilgore, (3) 
in an X-Ray study of the aorta found that 4.5 
to 5.5 ems. included by far the largest number 
of normal measurements in their series and in 
every case measuring more than 6 ems. there 
was definite contributary evidence pointing to 
aortitis. It is evident that many factors have 
to be taken into consideration in analysing these 
measurements, particularly the size and gener- 
al build of the subject and what is ‘‘dilatation’’ 
for one man is normal for another. Brown, 
gives a spread of two centimetres to cover this 
and adds another for a man’s declining years. 
- To eliminate all doubt as to a real and definite 
dilatation. in this series numerous examples 
classified as ‘‘slight’’ have been excluded. In 
only three cases do the measurements fall below 
8 ems. and these were cases of men of small 
build with small so-called ‘‘drop hearts’’ and 
aortas that were definitely abnormal. Including 
these the average transverse measurement of 
the thoracic aorta in its widest portion as taken 
from the X-Ray plate or fluoroscopic tracing, 
in 36 cases was 9.84 ems. The series comprises 
36 cases, all of the male sex; in some instances 
physical signs were absent; in others the con- 
dition was latent; but in all the final diagnosis 
was either confirmed or made by means of an 
X-Ray examination. 

From this group, confined with one exception 
to ex-soldiers, no information can be obtained 
as to the relative frequency of aortic dilatation 
and aneurysm in the general population and 
reference to the literature, obtains only figures 
concerning aneurysm. 

(1) In 24,363 admissions to Johns Hopkins, 
there were 204 Thoracic Aneurysms—or nearly 
one per hundred. (4) 

(2) At the Charity Hospital, Tulane, one 
case out of every 300 was suffering from aneur- 
- ysm, and of the Post-mortems held at the same 
institution, one in thirty showed aneurysm. (4) 

(3) Turnbull, (5) in a series of 114 unse- 
lected autopsies found aneurysm clinical or 
academic in 20 per cent. 

(4) In the X-Ray Department of the Van- 
couver General Hospital, in the years 1918-1921, 
inclusive there were 3,155 chest examinations 
made and of these 178 or 5.64 per cent showed 
signs indicative of dilatation or aneurysm of 
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the thoracic aorta. Of the total of 178 cases 
there were 137 cases of dilatation and 41 cases 
of aneurysm. 

AGE :—The age of the patients was noted in 


all eases and works out as follows:- Between 31 


and 40 years there were 5 cases or 13.5 per cent; 
between 41 and 50 years there were 16 cases or 
44.4 per cent; between 51 and 60 years there 
were 12 cases or 33.3 per cent; between 61 and 
70 years there were 3 cases or 8.3 per cent. The 
youngest was 31 years of age, the eldest 64, and 
the average 48.5 years. These figures show a 
predominating incidence of the condition in the 
men between the ages of 40 to 60 years. 

OCCUPATION :—In considering occupations 
it must be remembered all patients spent on an 
average of from 2 to 4 years on active service, 
prior to the summer of 1919, since which time 
the majority have been partially or wholly dis- 
abled and have not engaged in heavy labor. The 
pre-war occupations fall into three classes :- (1) 
Heavy manual, 18 cases, or 50 per eent; (2) 
Light manual, 12 cases, or 33.3 per cent; Seden- 
tary, 6 eases, or 16.8 per cent. 

AETIOLOGY :—Every vascular system in- 
herits a certain standard of quality of the tis- 
sues and a certain standard of resistance to what 
may be ealled general wear and tear, and to all 
other inimical influences that are to a greater 
or less degree constantly at work. This heri- 
tage is an important consideration to be weighed 
in giving a prognosis in any case. In some fam- 
ilies the arteries degenerate early, in others late 
in life. 

In addition to this hereditary or intrinsic 
tendency to degeneration in the arterial walls 
there is another important group of causes 
namely the organic and in-organic poisons which 
may directly attack the arterial tissues, and 
in the aorta may provoke an acute or chronic 
aortitis. Among these the poison of syphilis 
ealls for our most important consideration. 

SYPHILITIC AORTITIS :—Not all dilated 
aortas are the seat of a syphilitic invasion nor 
is every aneurysm due to the Spiroehoeta Pallidi, 
but it is undoubtedly true that the greatest 
single factor in producing an infective aortitis 
is syphilis. Furthermore, Turnbull, (6) found 
that specific aortitis was by far the most con- 
stant lesion found in syphilities at autopsy, and 
Hubert, (7) coneludes that aorititis comprises 
70 per cent of all visceral lues. The onset may 
he acute and may be separated in time by a 


surprisingly short interval from the primary 
infection. Brooks, (8) records a case of rup- 
ture of an aneurysm before the secondary rash 
had fully appeared, and in another case there 
was dilation within seven months of the primary 
lesion. However, in the vast majority a lapse 
of silent years intervenes between the intro- 
duction of the cause and the late effect on the 
aorta as found in clinical and X-Ray examina- 
tion. The end product in a large number is 
dilatation or aneurysm with or without cardiac 
complications and at that stage prognosis -as 
regards duration of life is bad. 

ACUTE AORTITIS: Dieulafoy, (a) was of 
the opinion that primary acute aortitis did not 
exist per se, and that acute inflammation of the 
aorta secondary to the infectious diseases was 
excited in proportion to the extent of the chron- 
ic lesions already implanted in the wall of that 
artery. On the other hand there is on record 
the observations of many astute clinicians and 
accurate pathologists, to show that acute inflam- 
matory changes involving the whole or part of the 
aorta are definitely of not infrequent occurrence. 
Broadbent, (10) found what he considered 
small areas of acute degeneration in the aortas 
of children dying from pneumonia, Septicaemia 
or some acute bacterial infection. Allbutt, (1) 
considers acute aortitis as of not infrequent 
occurrence in children suffering from acute 
rheumatic fever. Klotz, (12) found small areas 
of aortitis at autopsy in children dying from the 
same cause, and Norris and Landis, (13) pic- 
ture in their text-book, a portion of an aorta 
from a woman dying of septicaemia following 
abortion, in which is shown extensive areas of 
fatty degeneration. Priminger, (14) in a 


fleurosecopie study of the heart and aorta, in 


eases of war nephritis found in the acute stage 
a dilatation of both organs and a later observa- 
tion indicated that there was, in the majority, 
a return to normal dimensions as the disease 
subsided. Whether the dilatation was due to 
elevated blood pressure, to toxaemia, or to both 
it is impossible to do more than surmise but it 
was probably the result of the action of both 
factors. At the present time one can but ques- 
tion the fate of all aortas, the seats of acute 
inflammation. In some there is apparently 
complete resolution without secondary degen- 
erative processes. In others the acute condition 
fades into a chronic lesion that advances slowly 
and insidiously, accompanied frequently by a 
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gradual widening of the vessel’s lumen and not 
rarely hastened onwards by the shock of acute 
exacerbations or the added insult of an acute 
attack originating from an entirely new actio- 
logical source. The acute infections responsible 
most frequently for aortitis are typhoid fever, 
influenza, rheumatism, small pox, and the sep- 
ticameas. It also may occur after the infection 
of measles, diphtheria, malaria, gonorrhoea, 
scarlet fever, and possibly pneumonia. 

CHRONIC AORTITIS :—The enemies _res- 
ponsible for an acute aortitis may continue to 
operate a chronic trench warfare after the first 
open fighting has subsided, but there are in 
addition numerous arterial assailants who go 
over the top without any preliminary bombard- 
ment, dig themselves in unobtrusively, fight 
silently and insidiously, and when finally in at 
the death may even then be unrecognized by the 
stretcher bearers present. One can but indicate 
their strength. (1) Chemical Poisons: such as 
lead; (2) Faulty Metabolism: such as frank 
diabetes or those cases of hyperglycemia with a 
high threshold for sugar and only intermittent 
glycosuria, dis-function of the endocrine glands, 
such as Graves’ Disease, and the _ so-called 
rheumatie and gouty states. (3) Kidney dis- 
ease. (4) T'oxaemias from such conditions as 
chronic constipation and low grade _ bacterial 
infections, general and local. (5) Ezxcesses in 
eating and alcohol. (6) Faulty or inadequate 
exercise. (7) Physical and mental strain. 

The list is obviously incomplete but some con- 
ception may be obtained of the complexity of 
the problem. It is doubtful if a static so-called 
dynamic dilatation ever occurs in a perfectly 


healthy aorta no matter what the blood pres- - 


sure is. Long continued hypertension, however, 
will produce some hypertrophy of the aortic 
wall with sclerosis, and a resultant reduction 
in the blood supply will cause further degenera- 
tion and dilatation. The aortas of two cases 
in the series coming to autopsy did not exhibit 
the degree of dilatation presented on the screen 
and resiliency was not entirely lost, but the 
walls were undoubtedly both dilated and the 
seat of degenerative changes. In one the systol- 


ie blood pressure before death was 150, in the 


other 210. 

No case of the present series was seen in an 
attack of acute aortitis. In all the disease 
had been of considerable standing and symptoms 
date back over a year at least. In the majority 
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a search for the definite aetiological factor gave 


disappointing results, and conclusions in many - 


ean only be speculative. A blood Wassermann 
reaction was done on 32 cases. In 19 or 59.3 per 
cent it was negative in both antigens. In 7 or 
21.8 per cent in was positive with cholesterin 
only. In 6 or 18.7 per cent it was frankly pos- 
itive in both antigens. Of the 26 cases that were 
negative in both antigens or positive in choles- 
terin only, 22 had the Wassermann repeated 
one or more times, but in no case was an acetone 
positive obtained, and this includes a few who 
received a provocative dose of neo-diarsenal. 
A definite history of syphilis was obtained in 
six cases and their blood Wassermanns were 
positive with one exception, where it reacted 
with cholesterin only. In one case in which a 
venereal history was denied the blood Wasser- 
mann was positive. No history of syphilis was 
obtainable in 25 cases and in these there was a 
negative acetone antigen reaction. A definite 
aetiology that excluded syphilis was found in 
three. Let me briefly enumerate them because 
they are important. 

(1) D.M.F., a man 
of large and generous build, weighing 230 
Ibs. and by trade a merchant, gave no 
history of any illnesses prior to enlistment in 
the army. While on active service he contracted 
acute rheumatism and spent eight months in 
hospital in England, running a high fever for 
a prolonged period with cardiae involvement. 
At one time he was on the dangerously ill list 
or to quote the man’s own words ‘‘they put a 
sereen around me and sent for a padre.’’ He 


45 years of age, 


was finally invalided to Canada and spent two — 


years in various hospitals, suffering from an 
obstinate, chronic rheumatism that confined his 
activities to crutches. On examination at the 
present time he shows no evidence of valvular 
disease, but a marked myocarditis with enlarge- 
ment of the heart, extra systoles, and tachy- 
cardia is present. The aorta shows consider- 
able dilation of the whole arch. B.P. Systolic 
150-145; Diastolic 110. 

(2)—C.0.D., a retired army officer, weighing 
135 lbs. joined up early in the war and was 
given a responsible post in the Pay Department. 
As far as can be obtained from the man he had 
a clean bill of health, up to November 4th, 1918, 
when he contracted influenza and went through 
a severe course of that disease. While con- 
valescing and while still weak and unfit for 
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duty he was induced by pressure of work in his 
department to return to his desk. In January 
1919, a short two months after the onset of the 
acute infection, he broke down completely and 
was sent to hospital with a diagnosis of ‘‘ Valv- 
ular disease of the Heart.’’ Since that time he 
has been a total disability and present examina- 
tion shows a pale sickly looking man, who sutf- 
fers from severe dyspnoea, violent palpitation, 
and pain over the heart if he attempts anything 
more than a very slow walk. There is moderate 
clubbing of the fingers, occasional oedema of the 
feet and ankles and all the signs and symptoms 
of a heart that is laboring continuously on the 
verge of decompensation. Examination further 
shows marked aortic regurgitation, slight left 
sided hypertrophy and a notable dilatation of 
the whole aortic arch, most marked in the 
ascending portion. B.P. Systolic 145. Diastolic 
50. 

(3) W.J., a man 41 years of age and slight 
build was a plumber up to the time of his enlist- 
ment early in 1915. Excluding the diseases of 
childhood no history of any illness prior to join- 
ing the army could be elicited. He stood his 
training well and was duly sent overseas. In the 
Autumn of 1916, he contracted rheumatic fever 
with high temperature, sweats, and an involve- 
ment of most of the large joints. He spent 
4 to 5 months as a strict bed patient and has 
been in hospital continuously up to date. To- 
wards the end of 1917, he commenced having 
pain over the heart, dyspnoea on slight exertion, 
pain in the back, and, at times, a sense of pres- 
sure in and constriction around the chest. 
These symptoms have gradually become aggra- 
vated until the man is again a bed patient who 
presents on examination a heart that is not ap- 
preciably enlarged, either clinically or on X-Ray 
examination, definite signs of aortic regurgitation, 
and a saccular aneurysm involving the trans- 
verse and descending portions of the thoracic 
aorta and occupying most of the upper portion 
of the left chest. B.P. is left Systolic 170, Dia- 
stolic 72 and right Systolic 150, Diastolic 50. 
In the remaining 22 eases no such dramatic 
cause and effect relationship could be found, 
but a definite history was obtained of the follow- 
ing conditions: chronic rheumatism or myalgia 
in six cases, typhoid fever in four and tubercu- 
losis of the lungs in a like number. Influenza, 
malaria, chronic appendicitis, gonorrhoea and 


an unidentified fever, twice; there was one 





example each of chronic constipation, diphtheria, 
and haemoglobinuria. In four cases the pre- 
vious history was entirely negative. 

It is noted that a history of the diseases 
of childhood was largely absent due unfortun- 
ately to the fact that no special enquiry was 
made concerning them, and that by the patients 
they were usually considered as of no import- 
ance. In no case was there a history of small- 
pox and in no case past or present was there 
definite evidence of any disturbed or altered 
function of the thyroid gland. The urine was 
examined more than once in all cases, but sugar 
was found in only one; in this one there was 
an intermittent glyclosuria without hyper- 
glycaemia and without retention following 
a glucose tolerance test. It is regretted that 
work was not done on the functional powers of 
the kidney in these cases. There was no case 
in which nephritis had been previously diagnos- 
ed but several showed albumen and casts in the 
urine and should have been investigated further. 
A history of. excess in alcohol was difficult to 
obtain but it had evidently been present in a 
few. 

In these 25 cases with negative Wassermanns 
or with cholesterin positive reactions only, no 
history of syphilis could be obtained nor were 
there any clinical evidences of the same. It 
is granted that in only 88 per cent.was the Was- 
sermann reaction done on the blood more than 
onee and in only 15 per cent was a lumbar punc- 
ture performed, but it is submitted on the evi- 
dence given, that the majority were not suffer- 
ing from syphilis. Brown, (1) states that 75 
per cent of the cases of syphilitic aortitis give a 
positive Wassermann, Larkin and Levy, (15) 
put the percentage at 94, and Longcope, (16) 
is of the opinion that 85 to 95 per cent of all 
aneurysms give a positive Wassermann. 
Turnbull. (5) on the other hand found as fol- 
lows in a series of 114 unselected postmortems 
in which ante-mortem blood Wassermann reac- 
tions had been performed. Aneurysms clinical 
or academic were found in 5 cases giving nega- 
tive Wassermanns. In 4 the lesion was a medial 
degeneration non-luetic in character. In the 
fifth there was tuberculosis. During life and 
at autopsy this case was considered syphilitic 
in spite of a negative Wassermann, but on 
microscopical examination tubercle bacilli were 
found in the wall of the aneurysm and in adja- 
cent lymph glands. In 18 cases, clinical or acad- 
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emic aneurysms due to syphilis were found and 
all cases had given a positive Wasserman. In 
one case only, was there found syphilitic aortitis 
with a negative Wassermann and in this case 
there were only one or two small patches exhib- 
iting practically no signs of activity. There 
were 8 clinical and 10 academic aneurysms due 
to syphilis and 2 clinical and 3 academic not 
due to syphilis. This gives a percentage of 8.7 
for clinical and 11.4 for academic aneurysms; 
a total of 20 per cent. Turnbull’s work was a 
histological study instituted at the London Hos- 
pital at the request of the Medical Research 
Committee, in order to check up ante-mortem 
blood Wassermann findings. His conclusion at 
the end of an undertaking which entailed the 
critical examination of thousands of microscop- 
ical sections was that ‘‘The Wassermann reac- 
tion, at least, in the hands of such experts as 
Fildes and McIntosh, is a diagnostic weapon 
of astonishing precision.’’ 

Detailed post-mortems only, will give the final 
logical answer as to the aetiology in these cases. 
Even in the syphilities while the grounds for 
an assumption that the aortitis is due to the spiro- 
chaeta pallida are strong, they are, neverthe- 
less, not unassailable and the likelihood of the 
presence of other factors working either alone 
or in conjunction with the syphilitic virus must 
be held as. possible. To date four patients have 
died and gone to autopsy, but unfortunately in 
none of them were sections of the aorta made. 
One was a coroner’s case, and only information 
as to the cause of death was obtained. One 
gave a history of lues with a positive Wasser- 
mann and macroscopically the lesions were 
syphilitic. In the remaining two there was no 
history of syphilis, no clinical evidence of the 
same, and the Wassermann in both was nega- 
tive on more than one oceasion. On gross exam- 
ination the aortic walls were the seats of a non- 
specific atheroma. 

Before detailing signs and symptoms it is 
necessary to emphasize the fact that one or the 
other may be absent, not infrequently both. Broad- 
bent has discussed ‘‘The Aneurysms of Signs”’ 
and ‘‘The Aneurysms of Symptoms,’’ but a 
chronic aortitis may run its course to dilatation 
or aneurysm and no evidence of same be obtain- 
ed from the patient’s history, or the clinical 
examinations. Letulle, (17) X-Rayed as a rou- 
tine for three years all chronic invalids and 
found 27 latent aneurysms. Baetger, (18) in 
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a series of 104 aneurysms found 5 per cent acci- 
dentally by X-Ray. 

Therefore, in the diagnosing of all obscure 
chronic cases it is incumbent on the examiner 
to thoroughly investigate the vascular system, 
not omitting the taking of an X-Ray plate of 
the chest. 

Symptoms—An analysis of the symptoms 
complained of presented certain difficulties 
because of the frequent presence of concomit- 
ant cardiac disease. Myocarditis was found 
eight times, aortic regurgitation alone was pres- 
ent in five cases, it was associated once with mit- 
ral regurgitation and in one case the only val- 
vular lesion was mitral regurgitation. Hyper- 
trophy without clinical evidence of valvular 
disease or myocarditis was encountered in six 
men. The symptoms can be grouped widely 
under two heads; (a) those which suggest 
angina and (b) those which would primarily 
cause attention to be drawn to the heart. Only 
one case, however, gave the bold text-book pic- 
ture of angina pectoris and there was only one 
example of a heart continually hanging over 
the precipice of failure. It will be seen that 
some of the symptoms complained of occurred 
in a large percentage of cases including those 
in which no clinical evidence of valvular defects 
or myocarditis could be obtained, but it is ad- 
mitted that in many it is impossible to allocate 
the symptoms to the particular anatomical 
lesions present. In many there is a combination 
of causes and it is proposed, therefore, to con- 
sider the symptoms for the whole group without 
any attempt at differentiation, merely noting 
that Allbutt, (19) has stressed the point that 
in disease of the aorta, particularly the root, you 
may get severe pain, and at autopsy there will 
be no evidence of coronary involvement. 

Pain oceurred in 82.8 per cent of the cases 
and was the predominating single symptom of 
the series. It varied from a slight sense of dis- 
comfort present only on exertion, or, on certain 
changes of posture to a persistent pain that was 
constantly present, or to attacks of agonizing 
pain that were only possible of support because 
of their short duration. One man described his 
pain as being similar to the sensation he would 
have if someone suddenly poured a bucket of 
scalding water over his left side from above 
downwards. The location was most frequently 
given as directly behind the sternum or on the 
left side, especially over the heart. In a few 
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the pain commenced behind the sternum and 
then gradually spread through the course of 
months or years until it extended over the left 
side up towards and even into the neck, and 
occasionally on down the left arm. The 
pain is spoken of as ‘‘spreading’’ in the follow- 
ing sense. In the majority the pain commenced 
behind the sternum; in some, new areas were 
gradually included but the pain persisted at 
the original site, and further; once pain ap- 
peared in a fresh field it also became permanent, 
whether continuous or periodic in character. In 
all cases pain has persisted from the onset up to 
the time when patient was last seen, or to the 
time of death, with one exception. Under 
treatment many have improved and _ pain 
has been less severe or less frequent, but only 
one man stated that his pain had absolutely dis- 
appeared. This was a ease with a large syphil- 
itic aneurysm that for a year and a half caused 
severe and harassing pain. During the last 
two months of the patient’s life there was abso- 
lute freedom from pain. In 66.6 per cent the 
pain varied with posture. In many the pain 
was relieved on lying down, and one patient is 
now confined to bed because the assumption of 
the erect posture with its accompanying increase 
in blood pressure promptly excited severe pain. 
Another man cannot sit in a chair for more than 
half an hour, and still another will obtain 
relief during a spasm by throwing his head well 
back. The majority of the men could not lie 
on the back or on the left side. In 18.7 per cent 
the pain was accompanied by tenderness on pres- 
sure over the sternum or precordia and _ fre- 
quently this tenderness persisted in the inter- 
vals. In two cases a zone of hyperalgesia ex- 
tended in the shape of a wide band around the 
left chest. A sense of pressure in, or constric- 
tion around the chest was present in 53.1 per 
cent. Pain in the right arm did not occur but 
it was complained of in the left by seven 
patients. Dysphonia occurred once as did also 
dysphagia, but in that case there was an assoc- 
iated carcinoma of the oesophagus. Headaches 
were usually frontal, in one instance definitely 
occipital and they occurred in 48.4 per cent. 
Disturbed sleep was complained of in 71.7 per 
cent due to pain, sense of suffocation or parox- 
ysmal dyspnoea, but most frequently to disturb- 
ing dreams and night starts. Dyspnoea occur- 
red in 80.5 per cent and was second only to pain 
and dizziness in the constancy with which it was 
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encountered. It was usually brought on by 
exertion and while frequently it accompanied 
pain such was not always the case; occasionally 
it was paroxysmal in character and then came 
on suddenly at night awakening the patient, and 
not preceded by pain. The mechanism of this 
dyspnoea is obscure. In only one or two could 
gross pressure be considered as a- factor. In 
the cases where the heart was involved, reduc- 
tion of cardiac reserve was probably partially 
responsible but in some of the cases in which 
there was no clinical evidence of valvular or 
myocardial involvement, breathlessness was an 
early and prominent symptom. 

Cough was present in 52.3 per cent but there 
was no example of the ‘‘brassy’’ cough associated 
with aneurysm and in the majority there was 
a history of recurrent bronchitis, while four 
gave evidence of tuberculosis. There had been 
hemoptysis in 21.2 per cent, and one man non- 
tubereular, was invalided home to Canada on 
that account. Dizziness was complained of in 
85.7 per cent, and definite fainting had occur- 
red in 32.2 per cent. Symptoms referable to the 
gastro intestinal tract were given in 25 per cent 
of the cases. The given average duration of the 
symptoms was 3.98 years but this figure is of 
doubtful value. All the men attribute their 
present disability to hardships encountered 
overseas, and while it is undoubtedly true that 
in many the strain of active service initiated 
symptoms, yet in others it resulted only in an 
exaggeration of the same. 

SIGNS :—The signs due to the presence of 
large aneurysms and to the result of pressure 
were but very infrequently met with, There 
was no visible or palpable tumor in the series 
nor was unequal sweating seen. A bruit and a 
diastolic shock were each encountered but once. 
Involvement of the left recurrent laryngeal 
nerve was definitely present in one patient and 
doubtful in another. <A palpable tracheal tug 
was encountered six times but only once was it 
visible. Vertebral dullness was found in ten 
eases but four of these men were also suffering 
from pulmonary tuberculosis. Inequality of 
pupils was noted twice. In 25.8 per cent there 
was a palpable inequality of the radial pulses 
and in 66.6 per cent there was a difference in 
the systolic blood pressure in the two radials. 
As minor degrees of difference also occur in 
patients who are not suffering from chronic 
aortitis not much weight can be attached to this 





observation taken by itself. In 17.1 per cent 
there was present a palpable thrill and in 70 
per cent the pulsation of the subclavians was 
palpable but in only a few was it visible. Sub- 
sternal dullness was present in 74.7 per cent of 
the cases. It was usually most marked over the 
upper third and extended to right or left, par- 
ticularly the right, in an upwards and outward 
direction, towards the clavicle. An aortic systol- 
ic murmur was heard in 60 per cent. The mur- 
mur was usually soft, often difficult to find, and 
best heard after exercise with the patient hold- 
ing his breath in expiration and bending the 
body well forward. An accentuated aortic 
second sound was encountered in 51.5 per cent 


. but in only a few had the sound that quality 


that. would fit in with Potain’s comparison to 
that of the tap of an Algerian drum—the so- 
called ‘‘bruit de tabourka.’’ Woley, (20) gives 
the average normal systolic blood pressure in a 
man between 40 and 50 years of age as 130 m.m. 
Hg. with a minimum of 113 and a maximum of 
146. The average systolic blood pressure inthe 36 
eases as taken in the brachial giving the highest 
reading and as taken at the highest point at 
which any of the beats came through was 148.4 
m.m. Hg. and the average age 48.5 years. Exam- 
ination of the blood was undertaken in a few cas- 
es only. In 5 some anaemia was found and in two 
syphilitics it was marked. In one the red blood 
cells dropping to 1,300,000 with 30 per cent Hb.; 
in the other the red cells numbered 2,300,000 
and Hb. 35 per cent. The treatment of the 
syphilis with arsenic and mereury and the hypo- 
dermie injections of iron and sodium caccody- 
late did not influence this anaemia in the slight- 


est. One man was given a blood transfusion 


and after showing improvement for three 
months the count rapidly fell to its former low 
level. 

In a survey of these signs as detailed above 
it is considered that in the clinical diagnosis 
of chronic aortitis, particularly of the ascend- 
ing portion, there are three that are of great 
importance. If there is present sub-sternal dull- 
ness, an aortic systolic murmur and an accen- 
tuated aortic 2nd sound, and, further if there 
is an absence of arterial hypertension, exoph- 
thalmie goitre, or undue mental excitement on 
the part of the patient then the examiner can 
be reasonably sure of his ground. 

DIFFERENTIAL DIAGNOSIS :—The diag- 
nosis of dilatation or aneurysm is sometimes 
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beset with difficulties because of their latency, 
the presence of concurrent diseases, or because 
the symptoms, referring entirely and blatently 
to another system, may halt an examination 
which had it been completed, would have reveal- 
ed the correct origin. 

In the presence of cough, pain in the chest, 
dyspnoea and indefinite lung findings, tuber- 
culosis, chronic bronchitis or emphysema are 
frequently suspected, and this is especially true 
in eases where the dilatation is of such a dimen- 
sion or position that it interferes with the air 
entry in any portion of one or both lungs. It 
is interesting to note in this connection that 
Garbowski, (21) collected eight cases of gan- 
grene of the lung secondary to aortic aneurysm. 
In analysis he found that the aneurysms were 
usually latent, usually of long standing, and 
their presence masked by the lung condition 
was usually determined only at autopsy. Symp- 
toms of gastro-intestinal disturbances or gall- 
bladder disease are often present and they are 
not infrequently the first complained of by the 
patient. In the literature are to be found the 
records of abdomens opened in the presence of 
aortic aneurysms in a search for gall-stones 
which did not exist and the following are 
examples from the present series. 

T.A.S. was suffering from an intestinal stasis 
with chronic constipation which dates back 
many years. There were also present some gas- 
tric disturbances, a considerable dilatation of 
the aorta and a generalized arterio-sclerosis with 
B.P, Systolic 160. Diastolic 108. About Christ- 
mas 1915 the man commenced to have nausea, 
anorexia, vomiting, and pain in the stomach. 
Rest in hospital and purgatives benefitted and 
he was discharged as a case of ‘‘iliac stasis.’’ 
In February 1916, his appendix was removed 
and the operator noted that examination of the 
other abdominal organs revealed nothing abnor- 
mal. However, in September 1918, another 
surgeon drained the gall-bladder and later can- 
didly recorded that there was no definite im- 
provement. 

J. S., while overseas, had symptoms referrable 
to the gall-bladder and on return to Canada was 
transferred to the S. C. R. and referred to the 
surgical side for treatment as a case of gall- 
stone colic. In this instance the surgeon with- 
held his knife and the symptoms have now mi- 


grated above the diaphragm where there is an 
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aorta measuring 1314 ems. in the transverse 
diameter. 

The pain in these cases is frequently confused 
with that due to neuritis, chronic rheumatism, 
or intercostal neuralgia, and several of the 
patients under review have received treatment 
for varying periods for one or the other of these 
conditions. One man following a diagnosis of 
neuritis, left arm and shoulder, had hydro- 
therapeutic treatment for several months, 
and a year and a half later the wall 
of his aneurysm gave way. The character of 
these pains is of great importance in diagnosis 
and the French clinician Huchard, (22) has 
the following to say with regard to them. 
‘‘When one is dealing with symptoms of pain 
characterized by their persistence, their long 
duration, their intensity, when they remain 
unexplained, when they resist all ordinary medi- 
cation, finally when they present certain spe- 
cial characteristics such as fixed location or 
diminished severity in certain attitudes of the 
patient, then we are not dealing with true 
neuralgia as is too frequently assumed. In such 
eases one should consider aneurysm as the prob- 
able diagnosis and if no tumor is perceptible 
as yet one should turn to the X-Ray in order 
to obtain certain proof.’’ 

Now and again one is confronted with an asso- 
ciation of conditions such as the following: 
S. L. H., seen in the office, stated that ten days 
previously while walking in the woods he had 
stumbled and fallen across a log on his right 
side. This was followed by a severe pain in the 
chest which had persisted and a shortness of 
breath of many years standing had become 
greatly exaggerated. On examination there 
was a right sided pleural effusion and slight 
fever and the question of traumatic pleurisy 
was raised. The man was sent into hospital and 
on further examination was found to have pul- 
monary tuberculosis. The X-Ray showed a bi- 
lateral involvement that was extensive and a 
dilated aorta that measured 9 ems. in the trans- 
verse diameter. No attention was paid to this 
in the light of the lung findings. Under rest 
in bed all pain disappeared and temperature 
came down, and the man was transferred to 
Tranquille Sanatorium. He spent several 
months there and then returned to the city and 
resumed work as a lawyer, only to drop dead 
suddenly one morning on the North Vancouver 
Ferry. A post-mortem showed rupture of an 





‘ aortic aneurysm but unfortunately its actiology 
was not determined. Dieulafoy, (9) remarks on 
the frequent association of these two conditions 
and states that in 46 cases of an aneurysm he 


found tuberculosis 18 times. Although several 
hundred tubercular patients were examined for 
the D.S.C.R. only in four cases was there found 
aortic dilatation. As has been already noted 
the association of cardiac disease with aortitis is 
a frequent one. In most eases the two lesions 
are part and parcel expressions of the same mor- 
bid process, and must be considered as such. 


TREATMENT 


What can be done for these cases? The first 
essential is an early recognition of the condi- 
tion followed by an earnest search for the cause. 
The benefits that are to be expected from treat- 
ment are inversely proportional to the size of 
the aorta at the time treatment is first instituted. 

(1) It is probably advisable that, on diag- 
nosis every patient should have as the first step 
in treatment a period of rest in bed. McLaugh- 
lin, (23) in treatment of syphilitic aneurysms 
advocates three months in bed exeept for going 
to toilet. Anti-leutic treatment is given during 
this period but he states many cases will become 
symptomless on rest in bed alone. McLaughlin, 
found in practice, however, that six weeks was 
the average maximum period that patients 
would submit to total inactivity. 

(2) Syphilis should be carefully sought for 
and it found the appropriate drugs should be 
at once exhibited. 

(3) All possible foci of infection should be 
eliminated where possible. 

(4) Diet is not of primary importance 
except in the syphilitics. Every patient receiv- 
ing intravenous injections of-one of the arsenic 
compounds should be on a diet that is largely 
Carbohydrates, and further, the diet should be 
instituted several days prior to the commence- 
ment of treatment and persisted in for a matter 
of weeks following the termination of the 
course. (29) 

(5) In cases with an associated high blood 
pressure nitrogenous intake should be restricted 
and some will receive benefit from electricity in 
form of auto-condensation. Pain and headaches 
are often relieved and the general sense of well- 
being of the patient increased. Where blood 
pressure is reduced easily by this method c...e 
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_ from which the man is suffering. 
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must be taken not to lower it too much. In one 
case with a blood pressure of 220, systolic a.sud- 
den intensive course accompanied by rest drop- 
ped the systolic pressure sixty points and the 
result was the man felt very weak, dizzy, and 
short of breath. Treatment was stopped and 
when blood pressure returned to 200, the patient 
felt quite well again and one or two treatments 
a week held the pressure at that level during 
the time the case was under observation. 

(6) Sudden short severe muscular effort, 
constipation with its accompanying straining at 
stool and any other condition tending to raise 
the blood pressure—such as excesses of diet or 
alcohol should be avoided. 

(7) No man possessing an enlarged aorta 
should engage in heavy manual labor, or be sub- 
jected to severe mental strain or worry. The 
steady progression of many of these cases is 
directly due to an increased. blood pressure 
secondary to the strain of heavy mental or 
physical work acting on a diseased arterial wall. 
The plan of treatment adopted by the D.S.C.R. 
for Vancouver for cases due to or aggravated 
by service has been as follows:- (1) A period 
of rest in hospital with concurrent specific treat- 
ment where indicated, a search for, and elim- 
ination of all possible foci of infection and cor- 
rection of metabolic disturbances where prac- 
ticable. (2) On discharge from hospital the man 
is instructed in how to look after himself and 
where his pre-war occupation has been labor- 
ious he has been given Vocational Training in 
work where the physical demands are light. (3) 
On completion of course a pension is alloted in 
accordance with the percentage of disability 
(4) All cases 
are reviewed periodically by the Pension Board, 


-and if necessary further rest or special treat- 


ment is given, and moreover, if the disability 
inereases so does the pension. In the light of 
our present knowledge this appears to -be as 
near the ideal of treatment as it is possible to 
get. One word more with reference to the 
treatment of syphilitics. Allbutt, (25) .states 
that syphilized arteries are likely to recover if 
treatment is commenced early. Floyd Boutwell 
and Leonard, (26) claim that syphilitie dilata- 
tion of the aortic arch in well marked cases even 
up to those with a diameter of 314 inches may 
be improved by prolonged intensive anti-leutic 
treatment, and McLaughlin, holds a like opin- 
ion. Syphilis of the Cardio-Vascular system 
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should be thoroughly but carefully treated, and 
the object in view should be the amelioration 
of the symptoms and not the reversal of the 
Wassermann Reaction. Stokes, (27) of the 
Mayo Foundation, in a study of 101 cases of 
late so-called ‘‘Wasserman Fast’’ syphilis, 
found that cardio-vascular syphilis was the prin- 
cipal type exhibiting a resistant Wassermann 
and he indicates the following lines, to be fol- 
lowed in inaugurating treatment. (1) Direct 
treatment towards symptoms. (2) Do not try 
to get a negative Wassermann in resistant cases 
for a great multiplicity of lesions in various 
organs is usually present. (3) Weigh the 
degree of activity of the process and the extent 
of the damage done to, and the reeuperative 
power of the most vital structure involved. (4) 
Identify the weakest elements in the patient’s 
make-up and estimate the tolerance for arsenic 
and mercury, of the structures which bear the 
brunt of the treatment by effects—the liver, kid- 
neys and spleen. 

Prognosis depends on several factors. 
Diagnosis requires further emphasis 
regard and the actiology is of importance, 
syphilis is of evil omen, while non-specific 
atheroma may run a long slow course. The 
size of the aorta and the site of the dilatation 
or aneurysm must be noted. Complications such 
as aortic regurgitation or involvement of the 
coronaries usually shorten greatly the lives of 
these eases, and, finally the circumstances in life 
and the mental make-up of the patient must be 
taken into consideration. 

In these ex-soldiers, it is reasonable to believe 
that prognosis is on the whole more favorable 
than in a similar group drawn from an aver- 
age civilian population whose  unsheltered 
struggle for existence prevents the application 
of many of the therapeutic measures essential to 
an alleviation of the suffering or a temporary 
retardation of the process. Vascular degenera- 
tion once established is incurable, and if men 
and women live long enough it will invariably 
occur in every case. The ideal, therefore, is 
prevention for as long a period as possible. Too 
often, however, the physician is first consulted 


Early 
in this 
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when the disease is well established. Early 
diagnosis is then essential and on it very largely 
depends prognosis. If possible diagnose a 
chronic aortitis before dilatation has occurred, 
diagnose a dilatation in its earliest stages, and 
do not miss either a dilatation or an aneurysm 
of symptoms without signs, because of neglect 
of the use of the X-Ray. 
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66° T°HE unsatisfactory results of our treatment 
of the chronically deaf at the present 

time is little better than it was 3,400 years ago in 
Egypt, where on an ancient papyrus is written 
“medicine for the hard of hearing,” or, in more 
recent times at the first successful aural clinic 
in the world the Royal Ear Hospital, Dean Street, 
Soho, founded in 1816. In Wylde and Toynbee’s 
times 1840-1860, a favourable saying of more than 
one famous surgeon was, that ‘‘ear diseases may 
be divided into two classes, those that can be 
cured by the general practitioner, and those which 
being incurable may be regulated to the tender 
mercies of the Ear Specialist.’ Professor Part- 
ridge of Kings College in his sarcastic manner 
speaking to his students on Specialists said, ‘‘ Ah, 
Gentlemen, a little wax is a godsend to an aurist.”’ 
A paper dealing with the pathology and treat- 
ment of chronic catarrhal deafness, treats of one 
of the most common of all aural complaints. I 
feel sure there is a great deal of unnecessary treat- 
ment being carried out and this is due in a large 
measure to a laek of conception or appreciation 
of the pathological changes underlying the various 
stages of this non-suppurative inflammation of 
the middle ear tract. 
the rather loose diagnostic investigation so often 
undertaken. I propose dealing with the changes 
that take place in the mucosa of the middle ear 
tract, its ligaments and ossicular chain, and also, 
to draw your attention to some features of central 
alteration, a pyschic rather than pathological 
change. It is only by a proper understanding 
of these features that anything like a rational 
therapy can be developed. It is difficult to state 
when an acute process may be said to become 
chronic, but if we accept the statement that 
chronicity occurs after all macroscopical evidence 
of inflammation has disappeared, one may place 
some limit, however imperfect, on the disease. 





*Read before the Ontario Medical Asscciation Niagara 
Falls, 1921. 





To this must also be added 


There are I know many cases, often the most 
difficult, in which the disease appears to have 
developed insidiously and with so little inflamma- 
tory reaction of the tympanic mucosa as to be 
unnoticed. 

The antecedent changes begin in all.cases in 
an alteration in the mucosa and submucosa of 
the naso-pharynx and Eustachian tube. Nasal 
obstruction per se does not produce deafness. 
We all see many cases of nasal obstruction 6f 
long standing in which there is no loss of audi- 
tion. Nasal obstruction from naso-pharyngeal 
conditions is a very different matter, for we have 
here not only the mechanical occlusion of the 
tube but the associated tubal inflammation with 
the change in the mucosa of the naso-pharynx. 

While we admit the original starting point of 
all catarrhal middle ear reactions has its origin 
in a similar change in the nasal or naso- pharyn- 
geal mucosa, we must remember that the special ~ 
reaction which has involved the tympanic mucosa 
is from its very position not so favourably placed 
as to be either amenable to nature’s curative pro- 
cess, or available to the various topical measures 
so readily applied tc the nasal and naso-pharyn- 
geal lining. 

It may be helpful to recall to your mind some 
points in connection with the mucosa of the middle 
ear tract, this tract being the Eustachian tube, 
middle ear proper or tympanum, the antrum and 
mastoid cells if they are present. Besides lining 
the walls of the tract it forms folds around the 
ossicles, ligaments, and tendons in the middle 
ear and lines the inner aspect of the tympanic 
membrane. This mucous membrane consists of 
three layers: 

(1) Epithelial, which is cylindrical, ciliated 
in the Eustachian tube and pavement in the rest 
of the tract. 

(2) Subepithelial containing lymphatic ves- 
sels and nerves and, in the Eustachian tube, mu- 
cous glands. 
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(3) Fibrous which is more or less adherent 
to the underlying cartilage and bone (Cheatle, 
Encyclopedia Medici.) 

This membrane responds tc irritation as does 
any other mucous membrane, and its pathological 
process is only modified when the products of 
inflammation have not free exit and are unin- 
fluenced by the external air. An inflammation 
of the naso-pharyngeal mucosa has a much better 
chance for rapid resolution than the same degree 
and type of inflammation in the tympanum with 
the associated tubal occlusion. In the fcermer, 
free and unimpeded removal of the products of 
inflammatory reaction contrasts strongly with 
the slow drainage and absorption in the latter. 
As the chronic catarrhal or adhesive type of 
changes in the tympanic mucosa is so frequently 
associated with the various stages of acute nasc- 
pharyngeal and tubal catarrh one may convey a 
more comprehensive idea of the underlying pa- 
thology by briefly following the microscopical 
changes in inflammatory conditions in the middle 
ear cleft. 

Here the effect of acute infection is first, red- 
ness, swelling due to the engorgement of vessels 
and exudation of small cells in the sub-epithelial 
layer. Proliferation of the surface epithelium 
and exudation from the free surface of the mucosa 
which may be serous, or sero-mucoid, owing to 
the mildness of the irritation cr in other words, 
low virulence of the infection, or to a heightened 
resistance of the host with a wide Eustachian 
tube, the inflammation may rapidly subside and 
resolution take place. The subepithelial exuda- 
tion is carried off by the lymphatics, the surface 
exudate draining away, and the vessels return to 
their normal size. 

A history of repeated attacks of this type cf 
inflammation is very common in those who in 
after years become dull of hearing due to the 
changes in the mucosa interfering with the con- 
ductivity of the air waves. Each attack leaves 
the mucosa for a long time sc sensitive to harmful 
influence that a slight cold or coryza suffices to 
produce a return of the-inflammation. Politzer 
says that these attacks are peculiar and that every 
relapse exceeds the former in duration and often 
leads to permanent and incurable changes. 

If from any cause resolution does not occur 
and the exudation has been plastic in nature, we 
frequently find the tympanum containing a mass 
of gelatinous material which takes months to 
years to absorb, if it ever completely does so. 
The usual change however, is continued engorge- 
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ment of the vessels, persistence of the exudation 
with the formation of fibrous tissue in the subepi- 
thelial layer. The surface epithelium is lost 
and the lining membrane becomes converted into 
fibrous tissue which covers over the labyrinthine 
windows and invades the ligaments and covering 
of the ossicular chain. In this process adventi- 
tious bands form in the tympanum binding the 
ossicles so as to seriously interfere with their mo- 
tion, and not infrequently the retracted membrane 
remains so from contraction of these bands of 
fibrous tissue, or from actual adhesion of the mem- 
brane to the promontory. We must remember 
however, that the normal middle ear is sometimes 
traversed by bands of striae which are the resi- 
due of the foetal mucosa membrane cushion. 

There are many cases in which the formation 
of connective tissue and exudation co-exist. The 
mucous membrane is evenly tumefied and its 
surface uneven glandular or nodular. The de- 
pressions of the tympanic cavity, especially the 
recess of the fenestra rotunda and the attic are 
filled with succulent connective tissue. 

When the secretion has totally ceased and 
complete transformation of the newly formed. 
tissue into fibrous connective tissue has taken . 
place, we then find the mucous membrane smooth 
thick, dull in color and firmly united to the under-: 
lying structures. It is curious that in some cases 
presenting very defective hearing, there is formed, 
not a diffusely thickened mucosa, but a deposit 
of fibrous connective tissue confined to the region 
of the fenestra, more particularly the round one. 
It is interesting to recall just here the hypothesis . 
which ascribes otosclerosis as beginning from a 
middle ear inflammation whenever the greatest 
activity of the inflammation was in the region 
of the oval window. Frazer of Edinburgh. has - 
definitely identified middle ear changes in this 
region in very early cases of Otosclerosis. The 
change taking place in the mucosa of the Eusta- 
chian tube are quite similar to those in the tym- 
panum and it is the shrinking of the newly formed 
submucous connective tissue that leads to narrow- 
ing or strictures. The changes found in the drum- 
head are opacities and retraction. The former 
vary greatly in number and situation. They 
may be scattered over the membrane the inter- 
vening portions showing darker, or the entire 
membrane may be like frosted glass. The re- 
traction if long standing is usually permanent 
but in these eases the posterior inferior quadrant 
is generally found unduly movable. Fixation of 
the ossicles may be noticed if the shert process 








s carefully observed at the edge of a Seigle’s 
speculum. It is important to be able to de- 
termine if the drum-head and ossicles have lost 
their conducting power. This we are able to de- 
termine by reference to the experiment of Cheatle 
(Jour. Laryngology and Otologu, 1899). He re- 
commended stroking the membrane very gently 
with a fine probe or camel’s hair brush. If this 
function is abolished the patient will feel but not 
hear it, or the roise produced within be very 
much less than it should be. This might be use- 
ful in considering the condition of the other ear 
when a fibrotic change has already taken place in 
one. With this understanding of the patho- 


logical process which results in the condition call-. 


ed chronic catarrhal or adhesive deafness, it is 
obvious that successful treatment presents little 
or no hope. As the underlying change is a fibro- 
tic one and not a secreting change in its late 
stages, middle ear fibrosis would be a more de- 
scriptive term. 

Fortunately the decrease in hearing is seldom 
uniform. The deafness may remain stationary 
or even slightly improve. The tendency how- 


ever, is for a gradual increase in the deafness . 


and in the later stages there is frequently associat- 
ed a nerve lesion which in the end may dominate 
the picture. When the disease is confined to 
one ear, the other ultimately becomes involved. 
A deposit of fibrous tissue in the tympanum is 
also found in that form of suppurative middle ear 
inflammation that has existed long enough to be 
of the chronic type and when bony caries has not 
taken place with the ultimate pathological change 
in the mucosa. This is but little different from 
that found in the chronic catarrhal type, but the 
following difference may be noted in the type 
known as “otitis media purulenta residua;” the 
scar formation is greatest in the attic and around 
the ossicles and its subsequent contraction often 
produces great distortion. A perforated drum- 
head is common or flacid scars may be found. 
The impcrtant clinical difference is that in the 
suppurative type the deafness is not progressive 
and the changes in the membrane are largely 
ccnfined to its inner or tympanic layer. 


TREATMENT 


(1) Preventative:—I believe that failure to 
assure ourselves that complete resolution has 
taken place in the tympanic cavity following 
acute catarrh of this portion of the auditory tract 
is responsible for the deafness which ultimately 
ensues. Sir Wm. Milligan puts it this way, (Proc. 
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Royal Soc. Med.), “The neglected exudative ca- 
tarrh of early life is, facile princeps, the main 
cause of chronic adhesive changes in after life.” 
He believes the indications to incise the membrane 
and drain the middle ear, (as was the practice 
of Hilton many years ago), is almost as necessary 
in exudative as in suppurative catarrh, the dif- 
ference being that in the latter it is imperative . 
while in the former it is.a matter of individual 
opinion. 

Sir William Milligan says, “If we rely upon in- 
flation we merely scatter the exudate for the time 
being—we blow it towards the posterior end of 
the middle-ear cleft into the tympanic antrum. 
Sooner or later it trickles down into the hypc- 
tympanum there to remain, there to act as an 
irritant respcnsible for the ultimate formation of 
that. ‘“ostial buttress’ which is the dominant 
factor in the production of those pathological 
changes which ultimately induce distortion and 
disintegration of the middle ear. Follow the 
trend of pathological events and sec what happens. 
Interference with the normal ventilation of the 
middle ear, either from the presence of a small 
amount of viscid exudate in the hypo-tympanum 
or from the presence of a definite although small 
amount of organized connective tissue around the 
tympanic orifice of the tube, is I believe the cause 
of the ultimate leucocytic activity in the sub- 
epithelial layers of the mucoperiosteum.”’ 

It is important then in cases of tubal and tym- 
panic serous catarrh associated with such condi- 
tions in the naso-pharynx as adenoids, to make 
sure that you follow the after history of the pa- 
tient with a careful record of the hearing so as to : 
continue the tympanic treatment until all exuda- 
tion has been removed. We are all too prone 
to let well enough alone in those cases of deafness 
in children which have been rapidly and 
materially benefited by the removal of adenoids. 

Structural defects in the nose leading to a 
chronic naso-pharyngeal inflammation should be 
corrected in those cases subjected to recurring — 
attacks of middle ear catarrh. The hyperplasia 
of the tubal orifice may be relieved by the use of 
various pigments either applied with a post nasa] 
applicator or better by direct vision. Living in a 
suitable climate with careful regulation of pa- 
tient’s habits, exercise, secretions will themselves 
materially aid us in overcoming the tendency to 
catarrhal inflammation. 

I have so far briefly touched upon some of the 
measures which may be found helpful in prevent- 
ing the early stages of the middle ear inflamma- 
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tion. I do not intend entering upon a discus- 
sion of the treatment of the various stages of 
catarrh of the middle ear. I will only direct your 
attention to that form in which fibrosis of the 
tympanic mucosa has occurred. The object of 
the treatment is to produce an absorption of 
this fibrous connective tissue and until we de- 
finitely influence this deposit our treatment 
amounts to little. Are we able to do this? I 
think not and it is the history of Otology for the 
past thirty years, that no method of intra-tym- 
panic treatment or manipulation has materially 
benefited the patient’s condition. 

Take Gruber’s text-book published in 1890, 
and the more recent one by Dan. MacKenzie of 
1921, and you will find in the former under the 
head “otitis media plastica or hyperplastica,”’ 
to-day’s conception of the pathology of this di- 
sease and all the methods of treatment since ad- 
vocated, yet, after a period of thirty years we 
find in MacKenzie’s book this statement—“‘ There 
is no known method of curing established deaf- 
ness that is due to fibroid changes in the middle 
ear.’’ In Gruber’s book too you will find refer- 
ence to the direct injection of fluid through the 
intact membrane in order to produce absorption 
of the fibrotic deposit in the tympanic mucosa. 
How closely does this correspond to Milligan’s 
present day advocacy of opening the membrane 
in order to treat the mucosa directly. Again we 
find Urban Pritchard in his Presidential address 
to the sixth International Otological Congress 
held in London, 1899, referring to the treatment 
of this disease during the previous thirty years, 
speak only of advancement made in preventive 
measures in connection with associated nose and 
throat affections, and not at all to any real cura- 
tive therapeutics. Let no one speak but with 
respect of aurists of bye-gone days, the reading 
of whose sayings of years ago should give the 
grace of humility to the many precocious “ phe- 
nom’’—ever ready to enlighten the Otological 
World. Such men have been referred to as 
“those who recklessly, under full sail, plough 
through a fog bank in therapeutics, tooting their 
horns.” 

One must not too readily say there is no local 
treatment likely to be of any benefit since we are 
not always able to determine in recent cases that 
some absorption of the middle ear thickening will 
not take place. How are we to proceed? Local 
treatment to the tympanic mucosa by means of air 


douche, may be productive of benefit and it should 
be tried. 


I do not mean by this a long course cf- 
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inflation until the patient is disheartened. First 
we should record very carefully the audition 
powers for all tones and then after inflation re- 
peat the records. The hearing may be worse. 
Let inflation then stop for all time. Many cases 
are to-day being inflated and retrogression of 
hearing is continually taking place unknown to 
either the patient or the doctor. The latter, you 
cannot blame, the former at best you may pity. 
If on the contrary improvement occurs, make 
sure it is maintained. A temporary improve- 
ment lasting for 15 minutes is common but’ rapid 
return to the former condition is the usual re- 
sult. Do not depend on what the patient thinks 
happens to his power of hearing. Definite 
measurements alone are of value. A short im- 
provement, one lasting for a few moments, I 
think may be due to the stimulation of the nerve 
by the air douche when it strikes the cochlea, 01 
influerces the labyrinthine tension by displacing 
the membrane in the fenestra. These cases. are 
very often made worse, distinctly so, by con- 
tinuous inflation. When there is a definite and 
lasting benefit one is justified in repeating the 
inflation, say, two or three times a week for a 
few weeks, and, carefully recording the patient’s 
auditory powers. It is in these cases that one 
may try the various intra-tympanic injections, or 
vapors such as, amonnia chlorid, acetic ether or 
turpentine. Injections of fluids containing soda 
bicarbonate, menthol in oil, potassium iodide 
or pilccarpine, can only be expected to affect the 
case when there is still some exudation that can be 
made more fluid and more readily absorbed, or, 
drained away either by the Eustachian Canal or 
lymphatics. We might expect the use of stimu- 
lating vapors would assist somewhat in lessening 
the intra-tympanic thickening but experience has 
shown that they are of little or no benefit and the 
same applies to the use of hot air medicated or 
otherwise. 

On this point Sir Wm. Milligan aptly remarks 
that these injections frequently do a good deal of 
harm. ‘The obliteration or partial obliteration 
of the tympanic blood vessels, the result of fibro- 
tic change going on in the sub-epithelial connec- 
tive tissue seriously impedes the absorption of 
the injected fluid and we return to the stage where 
we have an unabsorbed fluid lying in the middle 
ear, an irritant and acting as a foreign body.”’ 
With this hypothesis he advocates a wash through 
by means of a catheter and an incised membrane. 
This incision may be made preferably with a fine 
cautery point so that it may be permanent. . 





Inflation has however another object viz.; 
stretching the adhesions and so increasing sound 
conductivity.- Somé think if they are oiled up 4 
bit by medicated or perfumed oil, they will give 


more readily. In the early stage of the catarrhal 
process, there is in the method some virtue but in 
the late stages the adhesions are not influenced 
but the drumhead by continual stretching froni 
the intra-tympanic air blast or an exhausting 
speculum produces a flacidity of the membrane 
very detrimental to its functions. I have found 
the use of collodium beneficial in such cases. _ 

What is one to do, you may well ask, in cases of 
tubal occlusion of long duration. If the hearing 
has depreciated say 75% it will be of no value to 
restore the air in the tympanic cavity. Some 
benefit in those less seriously affected may take 
place by having a more patent tube. This benefit 
may be temporary it is true, or it may stay some- 
what, possibly, the progress of the disease. The 
Eustachian bougie with massage in situ is an aid 
far too seldom employed. It should be passed 
under inspection with a pharyngoscope.’ In fact 
I am convinced we often think we inflate the tym- 
panum through a narrow tube when actually we 
have not our catheter in the tubal orifice at all. 
Furthermore, I feel sure that Politizeration will 
often inflate the middle ear when we fail todo so 
with a catheter. Milligan’s advocaty of a per- 
manent opening in the drumhead will accomplish 
all a‘permeable tube can do in these old cases. 

What then is there to offer in the way of treat- 
ment for these fibrotic middle ears? Little I fear 
of preven value, yet, experimental work is now 
being carried out in Manchester by which ad- 
vantage is taken of the power of radium of trans- 
forming the hard dense mesoblastic tissue into 
soft and pliable embryonic type and with the 
fibrils arranged in lines parallel to the suer-skin 
and mucous membrane. Everything depends up- 
on dosage, duration of exposure and effective fil- 
tration. If this succeeds in its purpose in the 
middle ear, otology will have made marvelous 
strides. 

There is another aspect of treatment that must 
not be omitted, I refer to the operations on the 
nose for the purpose of curing or preventing the 
progress of disease. These do not and cannot in- 
fluence the disease when once fibrosis has taken 
place. Only when a definite catarrhal condition 


is induced about the tubal orifice in the exudative 
stages of the disease can any nasal operation be 
justified. If there is not a definite improvement 
in inflation, I caution you that you may with- 
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hold your operative zeal in the nasal air way. 
But fashion and tradition will I suppose ensnare 
the credulous and unscrupulous rhinologists whose 
sum total of otological scientific knowledge is 
represented by the number and variety of his 
turbinal shears and septal resection outfit. Vari- 
ous operations have been devised having in view 
the intratympanic severing of adhesions but no 
benefit can be expected and their performance is 
to be depreciated, but with those otologists who 
are always eager to do something more for the 
patient, it will I fear yet be the happy hunting 
ground as it was with ossiculotomy in chronic 
middle ear suppuration. 

Are there still those who deceive themselves 
and their patients by thinking that removal of 
the subepithelial or tonsil glands of the oro- 
pharynx, they will influence in the least the ab- 
sorption of fibrous tissue in the outer labyrin- 
thine wall and its interstices?—I fear there are 
and more’s the pity. 

The association of a nerve impairment in the 
earlier period of the fibrotic changes, offers some 
hope for benefit. It is generally largely influenc 
ed by a morbid state of the general health such as, 
anemia, syphilis, chronic nephritis and rheuma- 
tism. Toxic influences such as nicotine and that 
found with intestinal stasis also play their part. 
Appropriate drugs and measures directed ‘to in- 
fluence these conditions may be happily com- 
bined with nerve stimulants such as nux vomica, 
arsenic and phosophorus. 

If we are not able to influence the course of the 
disease by aural medications, we may lessen some 
of its distressing features and of these tinnitus 
is by far the most urgent. Its early appearance 
is of bad omen, and sometimes it so largely domi- 
nates the clinical picture that relief from it is 
more sought by the patients than the improve- 
ment in hearing. The use of acid Hydrobromic 
(dil) mm. XXV, with very small doses of quinine 
as advocated by Sir James Dundas Grant, has 
given me the best results. It is curious that 
quinine in large doses is destructive in its action 
towards the vestibular nerve endings, while in 
doses of + and 3 grains, it appears to have 
selective sedative effect. A smart mastoid blis- 
ter, a pilocarpine sweat or Turkish bath some- 
times is very useful, and small doses of thyroid 
have been spoken of favorably. There remains 
unfortunately many cases for which no medicines 
are of any value, but which are less affected if 
assured that there is no brain disease present and 
in time the noises will assuredly become less. 
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The use of electrical devices to produce a con- 
tinuous note corresponding to that heard by the 
patient has had some vogue in France, but 
English aurists who have used it do not speak en- 
thusiastically about the method. Lastly there 
remains, operative treatment of the eighth nerve, 
and even this may not suffice though audition 
has been destroyed. 

Gcldstein (Twenty-fifth anniversary number 
of the Laryngoscope), in a paper on “ An acoustic 
method of training the deaf.” classes deaf mutes 
with some residual hearing as semi-deaf. In 
this class could come those with grave loss of 
hearing from catarrhal deafness, with secondary 
nerve involvement, Itard’s work is quoted in 
this connection; “Musical tones must of them- 
selves serve as an agent to restimulate the de- 
fective action of the auditory nerve and awaken 
its functioning possibilities. Sound vibration is 
the most valuable stimulation for the ear and a 
re-wakening of the auditory sense cannot be ac- 
complished without its application. We may 
employ musical apparatus producing intense 
tones; we may utilize the drum where the grade 
of deafness is more marked; we may apply the 
sonorous tones of a bell in intense or mild degree 
to stimulate the auditory nerve. In deaf mutes, 
where complete deafness does not exist, all tone 
accessories must be consistently and persistently 
applied.”’ (‘Traite des Maladies de 1’Oreille’’). 

We owe much to Itard of France, Toynbee of 
England and Urbantschitsch of Austria for the 
present intelligent and systematic training of 
the seriously deaf in institutions throughout the 
world. 

So far I have endeavoured to point out some 
lines of treatment directed to the disease, and 
have largely left untreated the patient himself. 
It was found during the war that hysterical deaf- 
ness was becoming increasingly frequent. This 
is considered by Hurst (Lancet, Aug. 7th., 1920) 
to arise from the fact that the initial concussion 
deafness made such an impression on the soldier 
that on coming to himself, his first thought was 
for his hearing and that he became actually deaf 
as a result of auto-suggestion. A similar situa- 
tion may arise when cases of chronic catarrhal 
deafness are operated upon, they may be very 
gravely worse because of auto-suggestion. 

Hearing, Hurst points out (Croonian Lectures, 
June, 1920) does not consist merely of the per- 
ception of impulses conveyed to the brain when 
the ear is stimulated by wave sounds. It is an 
active process and in order that sounds may be 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


heard, the individual must listen. Inattention 
during a dull sermon results not only in an ab- 
sence of perception of the words spoken but of 
total deafness to the sound of the preacher’s 
voice. It is clear that impulses to the cortical 
centre of hearing must be actually interrupted 
by inattention. The most satisfactory hypothe- 
sis is that in the act of listening the resistance at 
the various synapses in the auditory path become 
diminished by some such process, as a throwing 
out of dentrites which bring those of contigous 
neurones into more intimate connection. In in- 
attention the synapses are unswitched, the re- 
sistance being increased by retraction of the dent- 
rites. When our chronic catarrhal patient has 
been told unfortunately of the hopelessness of 
his condition, he naturally says to himself, why 
try so hard, it is so fatiguing, and after a time he 
ceases to listen. Then does our patient rapidly 
become worse, and we have not only a patho- 
logical lesion in the middle ear, but also, an hys- 
terical element added. A case of a British sol- 
dier is recorded who became deaf while he was 
the only Englishman in a German prison camp. 
He ceased to pay attention to what was said as he 
could understand nothing, and in time he ceased 
even to hear the unintelligible conversation of 
his companions. His hysterical deafness was 
rapidly cured by psychotherapy a year later at 
Sale Hayne Hospital, England. 

From this it is obviously our duty to encourage 
our despondent patients who go about ceasing 
to listen, that they must endeavour to preserve 
their hearing by improving their listening ability. 
And while doing this they are to cultivate rather 
than avoid the art of lip reading. Most chronic 
deaf people have already acquired some ability 


to interpret words from watching the speaker’s 


lips, but they are very reluctant to admit it. 
We should encourage this by every means and 
advocate strongly an early course of instruction 
in lip reading, so as to avoid the danger of ceasing 
to listen. Besides it will take the patient’s at- 
tention away from himself, for in a lip reading 
class with a good teacher, he will lose that tre- 
rible sense of loneliness he has and will no doubt 
find others who are worse than he. Here the 
saying “misery likes company,’ and “things are 
never so bad but they might be worse,’’ has a 
direct application. 

The French found among their cases of con- 
cussion deafness, many men who if they did not 
make an effort to listen, rapidly became much 
deafer from a kind of auditory stupor accompa- 








nied by noises. It is no flight of imagination to 
think of many cases of chronic catarrhal deaf- 
ness in which a stupid listless expression exists, 
(as Fraser found in otosclerosis) can be made 
much worse by the same sort of auditory stupor. 
Babinski has done away with hysteria, he defined 
its limits; it has become “ Pithiatism’”’? (BaBin- 
ski and Froment, Hystero-pithiatism troubles 
reflexes), (Military Manuals, University of Lon- 
don Press), that is to say the predisposition to 
exhibit certain morbid phenomena which can be 
created entirely by suggestion and completely 
cured by the same mechanism. 

Gray aptly remarks that “‘The psychology of 
individuals who suffer from dullness of hearing 
is an interesting study, but one that is so seldom 
considered by the aural surgeons, that it is no 
wonder many of these patients fall into unde- 
sirable hands. Many of these cases are greatly 
benefited by some sort of treatment different 
from what they have had, simply because of the 
well recognized truth, that it is easy to persuade 
deaf people that they hear better as a result of 
any new treatment. Others again are benefited 
because knowingly or not their new adviser has 
so acted on their mental state that they have been 
able to throw off as it were the super-added func- 
ticnal element and improving their hearing at 
once rapidly re-establishes their listening ability. 
The psychic influence of a trusted physician upon 
such incurable cases is often the only thing that 
is able to give back to them their vital energy. 
In this manner you have done them much more 
good than if you try to deceive yourself and them 
as to their future by a series of attempts at treat- 
ment extended over a long time.” 

In a paper on psycho-therapy in early child- 
hood, Dr. Dingwall Fordyce (Proc. Royal Soc. 
Med. Vol. XIII, No. 9, July 1910), says,“‘ Psycho- 
therapists have developed a complicated science 
cf the subject. They often hypnotize them- 
selves by novel.and strange terms and display a 
tendency to prefer a complicated and elaborate 
explanation of symptoms and method of treat- 
ment to the most cbvious. But as every general 
practitioner has long known, psycho-therapy is 
one of the most valuable means cf treatment he 
possesses, the silent power he has of developing 
by various means the patient’s cheerfulness, 
hopefulness, pluck and faith.”’ 

Before however, referring our cases either to 
the neurologist, or to the teacher of lip reading, 
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if we do so, it will add greatly to their efforts if 
we ourselves explain to the patient how some of 
the deafness may be benefited. It is by explana- 
tion, persuasion and re-education, the essence of 
psycho-therapy, that we hope for benefit. The 
patient is made to understand how he has become 
originally deaf, and how this has been increased 
considerably without any change in the bone or 
ear simply because he ceased at sometime to 
listen attentively, which caused an increase of 
his deafness to such an extent that sounds he 
has forgotten as it were how to listen for them. 
He is next persuaded to listen intently and is 
taught that listening is just as active a process as 
moving, and requires a conscious effort on his 
part until it becomes automatic once more. 
Re-education may finally be required in order 
that the sounds the patient hears but at first 
cannot interpret, can be understood, but it will 
rarely be necessary or required except in hysteri- 
cal deafness of very long standing. 

Could anything be more striking than that 
case of a young man cited by Hurst (Lancet, Aug. 
7th., 1920.) who was deaf mute from infancy and 
considered by many aurists as incurable. He 
has absolute loss of air and bone condution, and 
of auditory motor reflex, persistence of deafness 
during sleep, the characteristic speech of the 
deaf mute, and great ability as a lip reader. 
The vestibular reactions were normal and acting 
upon this alone, Hurst was able to prove the 
functional nature cf the condition by restoring 
his powers of hearing by means of psychotherapy. 
The explanation given was that the deafness 
which developed when he was about three months 
old, must have been due to some organic but 
evanesent lesion. It occurred at a period when 


he was just learning to listen, and consequently 


interrupted his development in this direction. 
When the organic cause disappeared, he had be- 
come unaccustomed to listen and he never learned 
to do so again. 

Gentlemen, I fear I have given you little to 
compensate you for your patience and considerate 
hearing, if my therapeutics is marked by paucity 
and largely of an advocacy of psycho-therapy, 
it is so because there is not much else in most 
cases to offer, but its efficiency is not to be gain- 
said. It does not and obviously cannot reach the 
underlying changes but it can and does attain a 


measure of help tc many distressing cases. 
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NOTES ON THE NEWER PATHOLOGY OF SYPHILIS* 
J. J. Mackenzie, M.B. | 


Professor of Pathology, University of Toronto 


CONTRIBUTION to the pathology of syphi- 

lis in such a discussion as the one which we 

have this evening requires only the briefest con- 

sideration as it would be tedious to reiterate the 
facts which are known to all of you. 

It will be only necessary for me therefore to 
touch on some of the newer aspects of the patho- 
logy of the disease as indicated. by the study of 
it since the discovery of the treponema by Schau- 
dinn and the introduction of the Wassermann 
reaction. 

Before considering these, however, it is neces- 
sary for me to emphasize the fact, already well 
recognized, but which recent study of the patho- 
logy of syphilis has brought out still more strong- 
ly, viz., that syphilis is an infectious disease of 
most protean type the bearing of which concerns, 
more than any branch of medicine, that of the 
internist. The pathology of syphilis reveals that 
to consider it as a specialty, syphilology, or 
branch of dermatology, or a department of sur- 
gery, is to view it in a false perspective. 

A critical study of the histological changes in 
syphilis emphasizes the unitary character of the 
lesions from the primary sore to the secondary, 
tertiary or even quaternary lesions. 

In fact, the histological study, as I think clini- 
cians will admit the clinical study, forces us to 
eonfess that the old classification into primary, 
secondary and tertiary lesions is wrong and should 
be abandoned. It has been abundantly proved 
that there is no syphilitic lesion without the pre- 
sence of the treponema whether we consider the] 
primary sore, the mucous patch, the periostea 
gumma or the brain of the general paralytic. It 
is true that the number of organisms present in 
these lesions vary, being more numerous and 
more easily demonstrated in the earlier than in 
the later lesions. But careful search in the latest 
lesions of the disease has always demonstrated 
them. And the collection of data in regard to 
the occurrence of positive Wassermann reactions 
in a general hospital population (in the Toronto 
General Hospital about 8%) indicates that wide- 
spread latent infection exists in the community. 
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The experimental and histological study of 
syphilis has demonstrated also that it promptly 
invades the body generally and that by the 
time the primary sore has developed the organ- 
isms have already invaded the lymph and blood 
stream and have produced histological change 
in lymphatics and blood vessels draining the 
area of the primary infection. Neisser showed 
that the organisms leave the infection area very 
shortly after the inoculation. In experiments 
on monkeys, the inoculation site had-to be ex- 
cised within 12 hours to prevent generalization. 
This has quite recently been confirmed by Brown 
and Pearce’s study of the infection in rabbits. 
Male rabbits, when inoculated into the testicle 
with material from a syphilitic sore, develop.a 
characteristic lesion of that organ. These au- 
thors have shown that not only immediately, fol- 
lowing the development of the testicular lesion 
in animals does its blood contain the treponema, 
but that before the experimental testicular lesion 
develops, the blood contains the organism and 
removal of the infected testicle does not save the 
animal from the development of metastatic foei. 
The bearing of this prompt generalization in an 
animal so slightly susceptible as the rabbit com- 
pared with man is sufficient comment upon the 
uselessness therapeutically of cutting out the pri- 
mary sore. : 

Even the central nervous system shows the in- 
vasion by the treponema at a much earlier date 
than we have been_accustomed to suppose. The 
study of the spinal fluid in primary syphilitics 
by Fildes, Parnell and Maitland, at Haslar Naval 
Hospital during the war, showed pathological 
cell counts in as early as the fourth week and it is 
interesting to note that those cases with early 
involvement of the central nervous system were 
the ones most refractory to treatment and most 
liable to relapses. : 

The histological lesions of syphilis are charac- 
terized by foci of lymphocytes and plasma cells 
with fibroblastic proliferation and changes about 
and within the smaller vessels. In fact vascular 
changes of a proliferative and obliterative type 
are eminently characteristic of the disease and 
one might say that the chief character of the tre- 








ponema is its ‘angeiotropic tendency. This is 
especially prominent inthe later stages of the 
disease when we have involvement of the heart, 
aorta and central nervous system. 

An important recent contribution to the patho- 
logy of syphilis has been given by Warthin of 
Ann Arbor. This has resulted from exceedingly 
painstaking histological studies of routine autop- 
sies in which attention has been paid to the heart, 
aorta, liver, pancreas, adrenals and _ testicles. 
These tissues were searched for areas of plasma 
cell and round cell infiltrates and when these were 
found, the areas were stained by a modified Leva- 
diti method for the treponema. In a surprising- 
ly large number of the microscopic foci the organ- 
ism was found either singly or in groups. In 
Warthin’s Harvey Lecture he concludes that 
“the gumma is not the essential typical lesion 
of old or latent syphilis. It is a relativley rare 
formation: and the majority ef cases of syphilis 
run their course without the formation of gum- 
matous granulomata.”’ A post-mortem experi- 
ence in Toronto of over twenty years leads me 
to think that Warthin is right in regard to the 
comparative rarity of gummata in our autopsy 
material. MacCallum in referring to Warthin’s 
conclusions notes that in autopsies on untreated 
syphilis in Chinese coolies in Singapore, he found 
typical gummata regularly and suggests that 
their comparative infrequency in the United 
States and Canada compared with the small le- 
sions noted by Warthin was due either to the 
effects of treatment or to an inherited race im- 
munity. 

Warthin further concludes—‘‘The new patho- 
logy of syphilis is based upon the demonstration 
that the essential tissue lesion of either late or 
latent syphilis is an irritative or inflammatory 
process, usually mild in degree, characterized by 
lymphocytic and plasma cell infiltrations in the 
stroma, particularly about the blood vessels and 
lymphatics, slight tissue proliferations, eventual- 
ly fibrosis and atrophy or degeneration of the 
parenchyma.”’ 

“These mild inflammatory reactions are due 
to the localization in the tissues of relatively 
avirulent spirochaete. ”’ 

“Syphilis tends to become a mild process: 
but at any time the partnership between the 
body and the spirochaete may become disturbed 
and tissue susceptibility or virulence of the spiro- 
chaete become increased so that the disease again 
appears above the clinical horizon.”’ 

Although Warthin has frequently demonstrat- 
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ed treponemata in these lesions in the heart, a 
critical reading of his papers suggests that he is 
too apt to conclude that any small focus of peri- 
vascular plasma cell infiltrate in the tissues is in 
itself pathogncmonie of latent syphilis. It would 
be unsafe to contradict him without equally 
laborious and painstaking work, but one cannot 
help fecling that when he states that the incidence 
of syphilitic infection in this country is nearer 
30% than 5-15% he is exaggerating and is basing 
his conclusions upon lesions which are not always 
syphilitic. A large percentage of Warthin’s cases 
gave negative Wassermann reactions. The Na- 
tional Medical Research Committee’s parallel 
investigation, where the Wassermann test before 
death was compared with the post-mortem diag- 
nosis made independently, showed a remarkable 
agreement between the two series of cases and it 
seems evident that Warthin’s cases with negative 
Wassermanns were those which could only be re- 
vealed by his laborious methods and which would 
escape the notice of an ordinary pathological 
examination. 

A recent interesting question in the pathology 
of syphilis has been raised by Levaditi. In 1913 
he claims to have obtained a positive infection 
of a rabbit from the blood of a general paralytic. 
This strain showed a much longer incubation 
period in the rabbit than the strain which he had 
obtained from a primary sore and gave rise to a 
much more superficial lesion. 

As a result of these studies, Levaditi raises the 
question of variation in the character of the virus 
and believes that syphilitic meningitis, general 
paralysis and tabes is due to what he calls a 
neurotropic variety of the treponema. 


This of course is not a new idea. Fournier 


- and other clinicians, long before the discovery of 


the treponema, suggested that the virus in syphi- 
litic nervous diseases was different. Their views 
were based upon the relatively slight develop- 
ment of secondary skin lesions in cases going on to 
G.P.I. or Tabes. Levaditi suggests that the tre- 
ponema which produces nervous syphilis is of 
comparatively recent development in European 
races. He states that G.P.I. only began to be 
noted frequently at the end of the seventeenth 
century and did not occur during the syphilitic 
pandemic of the sixteenth century. He also 
points out that among tropical native races syphi- 
lis is much more malignant than among Euro- 
peans, and yet, nervous syphilis is rare. His 
suggestions are interesting and must receive con- 
sideration, but until his observation upon a blood 
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infection in G.P.I. are confirmed they must be 
received with reserve. Especially is this so where 
rabbits are used as experiment animals since re- 
cently a spirochaetosis of rabbits has been dis- 
covered which is due to an organism very similar 
to the Treponema Pallidum and which produces 
skin lesions in the animals quite like those de- 
scribed by Levaditi as caused by his neurotropic 
virus. 

The study of the newer pathology of syphilis 
has tended to broaden our conception of the di- 
sease and to focus our attention upon those mi- 
nute focal areas which are characteristic of latent 
syphilis but which may have clinical importance 
if situated at important points such as the sinus 
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nodal tissue or in the A.V. bundle or its end ar- 
borizations. At the same time the multiplica- 
tion of these foci may lead to the interference of 
the function of important organs. 

The relationship between the individual and 
the treponema in these latent conditions may be 
considered biologically almost as a state of sym- 
biosis.. The danger, however, is that under con- 
ditions which we do not understand the virulence 
of the organism may become accentuated and 
clinical symptoms may become manifest. It may 
be also that these variations in the activity in 
latent foci may account for the curious variability 
of the Wassermann reaction in treated or even 
untreated cases. 


“SYMPTOMS OF RECOVERY’* 


Ernest Moorueab. M. B. (Dusiin) B. Ch. 


Assistant Physician, Winnipeg General Hospital 


| SUPPOSE it happens occasionally to most of 

you as it does to me, when sitting at leisure, 
to take stock; that is to look over the broad 
field of medicine, trying to decide what we. hold 
that is of real value, and what there remains 
yet to be discovered. Frequently with me, it 
is in a spirit of pessimism, for there seems to 
be so much of human ailments that is still 
clouded in obseurity when compared with the 
facts that we know. If you say that such a 
spirit is unworthy, in view of all the discover- 
ies that are being made from day to day, I 
would reply that there are very few real dis- 
coveries being made; what is being accomplished 
at the present time is to accumulate a large 
mass of symptoms or physical signs, and to note 
anomalies of chemical, bio-chemical or patho- 
logical interest; but the master spirit which 
will combine these into a comprehensive under- 
standing of disease, is still wanting. 

It is as if a landscape painter were to stand 
before his easel ready to begin his picture, here 
and there on his palette, he has placed various 
colours or combinations of colours, all of which 
are required to complete the picture; but he 
lacks the genius which will allow him to trans- 


*Delivered before the Winnipeg Medieal Society. 


fer them to the canvas in such a way that they 
will blend together, and enable the observer to 
see what the artist wished to depict, and how 
all the colours form an integral part of the 
finished picture. It is only at rare intervals 
in the century that there is developed the mas- 
ter mind with the ability to combine all these 
colours into one memorable picture, or to incor- 
porate all these symptoms and scientific find- 
ings into one clear explanation of a disease. “I 
would say in parenthesis that I do not for a 
moment wish to under-rate the wonderful ad- 
vanees of modern surgery, the successes of the 
laboratories, the benefits of the X-ray, ete. I 
refer rather to that large number of diseases 
which we meet with every day, about which if 
we are honest with ourselves, we must confess 
that we know little, even though they have been 
the subject of voluminous writings. 

I speak to you thus, because I think I see the 
situation as it exists to-day. We secure the end 
products of disease, and send them to the path- 
ologist. He tells us accurately and scientific- 
ally what he sees. We then ask him, ‘‘ What 


caused this condition?’’ In other words we ask 
him to review the past and to create a series of 


events of which the pathological specimen is the 








end result. As well ask him to go and grope 
among the ruins of a house and tell us what 
caused the fire. 

The pathologist usually answers with a réas- 
onable explanation, and that explanation is sat- 
isfactory, because of his imagination; and still 
more because of our ignorance. If he were wise, 
he would say to us, ‘‘I can give you real assis- 


tance, if you will let me see the next case of © 


this type that you meet, one or five years before 
this stage is reached. ‘‘But,’’ you will say, ‘‘I 
don’t know the symptoms at such an early per- 
iod.’? There is the answer, gentlemen. We do 
not deny that the symptoms are there, but we 
are unable to recognize them; it is quite pos- 
sible that we have not even looked for them. 

The people who perchance have these symp- 
toms, have been our patients for many years. 
They have consulted us from time to time dur- 
ing that period. For what? For trivial com- 
plaints; what we set down as sluggish liver, a 
little gastric upset, febricula, a twinge of rheum- 
atism, neuralgia, and all the other terms we use 
with the object of concealing from our patients 
and ourselves, the fact that we know little about 
their diseases. 

If these passing ailments are, as I believe, the 
milestones which mark the progress of a chronic 
disease, you may make your minds perfectly 
elear on one point, neither the laboratory nor 
the hospital is going to help you in their eluci- 
dation. Do you suppose that these patients 
would submit ‘to extensive blood and cerebro- 
spinal examinations, to test meals, bismuth ser- 
ies, ete? Do you think that they would go into 
hospital frequently, for a thorough examina- 
tion? They would not, unless you frighten them 
to an unjustifiable extent. Therefore, the path- 
ologist and the hospital physician are never 
going to see them in the early stages, and if 
the general practitioner does not deduce the 
correct solution, nobody is ever going to do it. 
At the present moment, as regards these dis- 
eases, I think we are in a cul-de-sac. We can- 
not advance. We cannot even make a ladder 
out of the multiplication of signs and symptoms. 
I feel that the pathologist also has reached the 
limit of the assistance that he can give us. All 
that remains for us, is to cast back, and start 
off in.a new direction. 

To assist in making such a start, I am going 
to advance a hypothesis as follows: 

Most of the symptoms which we call disease, 
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are not the symptoms of the disease, but rather 
the symptoms of recovery. They are due to 
the attempts on the part of nature to cure the 
disease or to protect the organism, so that no 
further injury or increase in the disability may 
occur. 

I am going to ask your indulgence for a short 
time, while I try to show you how this hypoth- 
esis works when applied to ailments with which 
we are familiar. I will make frequent use of 
icatrix naturae, the healing power of nature. 
the term nature, and by that I mean, vis med- 

Let us discuss the end results of a burn or 
seald of the arm of moderate degree. 

All that we see is skin into which has been 


incorporated an excessive quantity of fibrous 


tissue. But this fibrous tissue is not the dis- 
ease. The burn or scald with its accompanying 
damage was the disease. You are looking at 
what nature has accomplished in the way of 
curing the injury; that is to say, you have 
before you, the symptoms of recovery. The 
scar tissue may not function as well as normal 
skin, and it constitutes a disability which is 
quite apparent to the owner; it is more sensi- 
tive to thermal changes, and to excessive use, 
but it is tougher and in some respects more 
resistant than normal skin. 

Consider the ordinary case of long standing 
naso-pharyngeal catarrh, caused by an irritant 
either of a thermal or chemical nature. 
What is the function of the cells of the mucous 
membrane? ‘To secrete; and the quantity and 
quality of the secretion depends on the stimulus. 
When these cells are irritated excessively, they 
justify their existence by carrying out that one 
function, but they secrete with a tremendously 
augmented energy, and suecessfully protect 
themselves by a thick layer of mucus, from 
further injury. This increased mucus for which 
the patient consults you, is not the disease; it 
is the symptom of nature’s attempt to cure that 
disease; and you must. remember that as in the 
ease of the burn, even under the most favour- 
able conditions of recovery, you are not going to 
have a return to a normal mucous membrane. 

Let us review yet another disorder, hyper- 
chlorhydria. When you constantly overload 
the stomach, or load it with a quantity of mater- 
ial that is hard to digest, some reaction is bound 
to follow. If the secretory cells of the stomach 
are healthy, they respond to this demand, by 
discharging the one duty for which they were 
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created, that:is, to secrete, but they do this with 
such vigor that more than enough for the re- 
quirements of digestion is supplied, and this 
excess is responsible for the discomfort which 
ensues to the individual. To those who say that 
a test meal frequently fails to show an excess 
of . hydrochloric acid, I would answer that 
a test meal is neither stimulating nor appetis- 
ing, and that it does not overload the stomach; 
and from the clinical aspect, I would point out 
that one is able to give relief by making use of 
a common sense diet coupled with small doses 
of belladonna to reduce the secretion. 

Note that in this case the unsuitable food 
with the accompanying violence to the mucous 
membrane, was the disease. 

Whatever symptoms this may have caused, 
they were not sufficient to compel the patient 
to seek your advice; or if he did consult you, 
you failed to recognize the symptoms. The 
condition could have been relieved by vomiting, 
or by hurrying the overload in to the intestine 
with a probable resultant enteritis, but the 
provocation was not severe enough for that. 
What took place was an increased outpouring 
of digestive juices in sufficient quantity to deal 
with the unsuitable food. In this way the 
stomach was enabled to continue to function, 
but with symptoms which showed that more 
serious disorder had been avoided or overcome. 

I wish to carry the point further. What is 
the symptom of recovery of pleurisy? Pleural 
effusion. The process is similar to what we have 
already seen. The secreting cells of the pleura 
are stimulated to provide an excess of fluid. 
The inflamed surfaces are separated, thus allow- 
ing of rest and cure; but the effusion is certain- 
ly not the disease. 

It frequently happens that some irritating 
substance is taken into the alimentary system. 
It is unreasonable to call the vomiting which 
ensues, disease. This vomiting is the very dras- 
tic method which nature takes to cure the dis- 
ease, and is the symptom of recovery from the 
injury to the mucous membrane. That it is 
frequently carried to a greater extent than is 
necessary, is a question that I will deal with 
presently. 

Similarly if unsuitable material has reached 
the intestine, the diarrhoea is nature’s attempt 
at getting rid of such irritant. The patient 
frequently consults you at a time when the in- 
jurious element has entirely disappeared from 
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his system; he consults. you for symptoms. which 
are not those of disease, but accompany the re- 
covery. ; 

If it appears to you that I have laboured the 
point and that I have spoken about self-evident 
truths, I would suggest that I have done .so 
for the purpose of getting your thoughts. to 
follow a certain trend. We do not take time to 
look for the explanation of each sign and symp- 
tom, with the result that many truths are not 
appreciated, and too often the attitude of the 
physician in approaching a patient, is to be 
summed up in the statement, ‘‘Whatever is, is 
wrong.’”’ : 

There is one point of similarity that you will 
have observed in all these cases, and I would 
ask you to note it carefully. Nature usually 
carries her process of cure to an_ excessive 
degree. Once she has started various cells to 
function abnormally, they continue to do so with 
remarkable persistence. Nature does not seem 
to know when to stop. 

She is always prodigal in her efforts, as wit- 
ness the million seeds for the production of one 
tree or one weed, or the millions of spermatozoa, 
in order that one alone may impregnate the 
ovum. 

If then we have learned anything from all 
these examples, it is, that in the subacute or 
chronic diseases, nature has begun the process 
of cure before we recognize that disease exists, 
and that the pursuit of this one time beneficial 
process to an extreme degree is responsible for 
symptoms which in a loose way we call symp- 
toms of disease, rather than symptoms of recov- 
ery. . 

Can we then formulate an analogy between 
these maladies which are more easily under- 
stood, and that large class of diseases of ex- 
cessive or diminished glandular secretion, or 
those diseases which are accompanied by tissue 
changes, or again those of which if we are hon- 
est with ourselves we must confess that we have 
not yet grasped the meaning? 

First let us consider that condition known 
as high arterial tension. When we first became 
eompetent to measure blood pressure, true to 
our creed that whatever is, is wrong, we went 
to considerable lengths to try to reduce it. Then 
it was suggested that perhaps it was there for 
a good purpose. We have since learned to ap- 
preciate the truth of this, and at the present 
time we find that a great many of our patients 








are able to carry on comfortably for years, with 


a blood pressure that .would appear to. be 
excessive. Now.I hold,-.as.I am sure you all do, 
that that high pressure has been engendered to 
overcome some condition. Yes, but what con- 
dition? There may be records but I have not 
seen them, where some vigilant doctor has fol- 
lowed such cases carefully, and, from a.normal 
pressure in adult life, has noted step by step 
the gradual increase in tension, which finally 
results in a permanent pressure very much 
above the average. More commonly the abnor- 
mal pressure is revealed incidentally during the 
course of an examination. The idea I hold, is 
that disease existed before the pressure began 
to rise and that this was the only time when it 
was possible to discover the real character of 
that disease. What I ask you to accept is the 
probability that this increasing tension was the 
means by which the disease was cured. All that 
remains is the symptom of recovery carried in 
all likelihood to an unnecessary degree. Who 
then is going to find the disease? The general 
practitioner, aided by the pathologist. We can- 
not expect the pathologist to carry out count- 
less tests on individuals who may never become 
sick. But an alert physician, careful and pains- 
taking in his methods of examination, and tab- 
ulation, knowing when to call for the patholo- 
gist’s aid in the early stages of certain well 
chosen cases, may solve some of the problems 
which are still shrouded in darkness. 
How many of our patients die of conditions 
which are associated with fibrosis? In a large 
percentage of these the irritant is evident, such 
as alcohol or syphilis; but what about that im- 
mense number which remains. If, as I believe, a 
deposit of fibrous tissue is always nature’s 
method of curing a damaged organ or vessel, 
then what was the disease? When did it begin? 
Why should the morbid condition have been 
conquered, leaving an individual to all intents 
and purposes healthy, but with hardened arter- 
ies or fibrosed structures? If it is a tissue 
change which accompanies old age, why should 
such a large percentage of the aged, escape it? 
As I am convineed that nature cures a burn 
by depositing a new skin containing an excessive 
amount of fibrous tissue, so I am convinced that 
she has cured a disease of which we are not 
yet aware by the formation of fibrous tissue 
in the arterial walls. 
We have always held the belief that this 
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fibrosis was achieved gradually, and was due 
to a long continued process of irritation by 
some toxin. Are we justified in that belief? 
We have seen that the fibrosis of the skin of 
the arm was the result of a disease which lasted 
only a few seconds. Have we any parallel in 
these obscure medical cases? Is it possible to 
contemplate an infection, short lived in its 
action, but productive of marked tissue changes ? 
That I think it a question about which 
it would be idle to theorize; but there is one 
suggestion, I will make. All of us encounter 
eases of sickness with the following symptoms; 
sudden onset, intense headache, highly elevated 
temperature and pulse, marked prostration; and 
nothing else; I mean nothing which will enable 
us to classify them. All the symptoms have 
disappeared in two days. What is the nature 
of these disorders? I think that we are dealing 
with morbid conditions of very varied classifi- 
cation, some benign, some injurious, that is as 
regards the end results. It is however in an 
earlier period like this, and not when the arteries 
are of the pipe-stem variety that we are going 
to find that disease. 

Diseases of the ductless glands are at present 
very much in the fore-ground in scientific 
circles, and we are still endeavouring to eluci- 
date the different effects on health of hypo and 
hyper-secretion. 

I do not propose to deal with these diseases 
in detail, but I will ask you to consider one of 
them, exophthalmic goitre, associated with 
hypersecretion by the thyroid gland. Will you 
agree with me when I assert that it is unlikely 
that a thyroid gland develops over activity out 


_ of a spirit of perversity ? 


Is it not more reasonable to suppose that the 
hypersecretion commenced in response to the 
necessity for relieving some morbid condition, 
and that nature carried the process along to a 
stage when the cure became worse than the 
disease? If you ask me what that disease might 
be, I must confess that I do not know; but in 
my turn I will ask you if you have ever looked 
for, ever thought of the possibility of such dis- 
ease. It is going to be difficult to find, because 
when the symptoms of hyperthyroidism become 
apparent the disease has probably been over- 
come, or if not, its symptoms are overshadowed 
by the later conditions. 

In conclusion I will deal with that most ter- 
rifying disease of all civilizations, malignant 
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disease, a disease whose etiology is at present 
hidden in an impenetrable fog. Wherein does 
its malignancy lie? In the multiplication of 
cellular life carried to an extreme degree. 

I stand open to correction when I state that 
this growth is harmful to a very limited degree. 
Under favourable conditions, you or I could be 
the host of a malignant growth, and live for 
many years, always provided that it did not 
interfere with the normal action of some vital 
organ. It is in this process of growth carried 
to excess that the malignancy lies. But what 
stimulated this growth? 

I hope the pathologists will pardon me if I 
suggest that attention has been focussed too 
intensely on the cellular overgrowth, to the 
exclusion of the possibility of this growth being 
in the first case beneficial and stimulated by 
the necessity of. overcoming some disease, whose 
symptoms are at present hidden from us. - 

To revert to an earlier statement; I think you 
will agree that pleural effusion is easily capable 
of killing the individual, if no relief is given, 
and yet pleural effusion is in the beginning bene- 
ficial. May it not be so with malignant disease? 

You cannot criticize the pathologist. He does 
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not see the deadly growth until it is an accomp- 
lished fact. As I remarked previously he may 
well say to us. ‘‘Show me one of these cases, 
a year, five years earlier, and then I may be of 
some real assistance to you.’’ 

You will say to me, ‘‘Of what use is all this? 
These words have added nothing to the sum 
total of human knowledge.’’ 

That is granted; but perhaps I may have sug- 
gested to some of you a direction in which your 
energies can be much better determined than in 
the multiplication of isolated symptoms of a 
disease which is already fully established. 
These notes were written for one purpose, and 
that is to express my belief that as regards dis- 
ease, we have reached the limit of our enquiries 
along the present lines. If we are to justify our 
position in the world; if we are. to continue to 
eall ourselves a progressive body, we must be 
prepared to strike off in a different direction. 
We must travel the road as individuals knowing 
that guidance is not to be furnished by the hos- 
pital wards or the pathological laboratories, but 
that they stand ready to help us, and to smooth 
the road, when we have shown that a road is 
feasible. 


THE TREATMENT OF SO-CALLED SCIATICA 


J. A. Nutter, M.D. 


Mont real 


‘TH E clinics of the Montreal General Hospital 

have been, of late, supplied with many patients 
complaining of leg-pain, more especially of pain 
in the distribution of the: great sciatic nerve 
Added opportunity of studying the causes and 
treatment of this distressing affection, which has 
long been termed sciatica, has thus been afford- 
ed, and it is the hope of the writer that a 
further contribution to this subject may prove 
of interest, if not of benefit. It has on a prev- 
ious occasion been shown that the conception of 
sciatica as a referred pain, rather than the 
result of disease or injury of the sciatic nerve 
itself, has been steadily gaining ground. Inter- 
ference, mechanical, inflammatory, or otherwise 


with some neighboring articulation or organ 


connected by nerve fibres with the sciatic, may 
cause pain along the course of this nerve, even 
though the nerve fibres themselves remain quite 
intact and unaffected in any way by the disturb- 
ing force. Sir William Gowers, about thirty 
years ago, insisted that practically every case 
of sciatica was of the nature of a true neuritis. 
The influence of his teaching has been so strong 
and so enduring that a departure from his 
dogma has been slow in coming. It is, how- 
ever, now. asserted by neurologists that tender- 
ness in a nerve, along whose tract pain is exper- 
ienced, is not in itself sufficient evidence to diag- 
nose neuritis. By neuritis is meant inflamma- 
tion, whether by disease or injury, of the trunk 
of a nerve, from which it follows that such an 








inflamed nerve cannot be expected to function 
properly. A motor nerve the subject of neur- 
itis should manifest at least demonstrable weak- 
ness, if not entire loss of power, in the muscles 
supplied by it. This is, perhaps, most charac- 
teristically shown by the loss of power in 
pharyngeal or cardiac muscle following diph- 
theria, and such conditions are manifestly true 
neuritis. Similarly sensory nerves the subject 
of neuritis should show perverted manifesta- 
tions, sensation being either diminished or exag- 
gerated. Reflexes should also be diminished or 
absent, trophic changes may occur, and last of 
all the reaction of degeneration should be 
present in the weakened or paralysed muscles. 
We may therefore say that one or more of these 
manifestations should be present before a diag- 
nosis of true neuritis is justified. In a wide 
experience of sciatica such manifestations have 
been seldom found. We may therefore, perhaps, 
say that it is now very generally recognized 
that sciatica is in the great majority of cases 
a manifestation of referred pain, and that wher- 
ever the offending irritation acting as the source 
of pain may be, it has managed in some way 
to explode, as it were, by means of communi- 
eating fibres, along the course of a nerve not 
itself affected. The intimate relationship 
between the sacro-iliac joint and the roots of 
the great sciatic explains why disturbance in 
this joimt is so frequently followed by pain down 
the corresponding sciatic. Emerging from the 
pelvis by the great sacro-sciatic foramen, where 
it is again exposed to irritation, the great nerve 
trunk proceeds down the back of the thigh and 
supplies the muscles at the back of the thigh 
and, by its branches, all the muscles and nearly 
all sensation below the knee, in both leg and 
foot. The several articulations of the lower 
limb receive filaments from it and its branches. 
In the lower abdomen and pelvis are the rami- 
fications of various nerve trunks forming the 
lumbar and sacral plexuses, ramifications so 
extensive that by their means the great sciatic 
nerve is linked up directly or indirectly with 
every articulation and organ in the vicinity. 
Hencé it is that the pains of lumbar arthritis, 
tuberculosis of the hip-joint, prostatic inflam- 
mation, sacro-iliac relaxation and rectal cancer 
all may, and at times do, overflow their proper 
channels, gain access to the great sciatic and 
express their superabundant irritation along its 
trunk in a wave of pain. Thus in one case 
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sciatic pain may be the manifestation of verte- 
bral disease, while in another it may be due to 
rectal cancer. It follows, therefore, that to call 
a diseased condition ‘‘sciatica’’ is not to make a 
diagnosis at all.. It is as improper and unjusti- 
fiable to diagnose any pathological condition as 
‘‘seiatica’’ as it would be to make a diagnosis 
of ‘‘headache.’’ It is to be hoped, therefore, 
that such use of this word will henceforth be 
discarded by the medical profession. 

While in the great majority of cases, prob- 
ably eighty or ninety per cent, pain along 
the great sciatic is referred from some 
neighboring structure, most frequently from 
some irritated and painful joint, at times it may 
be due to direct pressure upon, and therefore 
injury to, the nerve trunk itself. The pregnant 
uterus, the use of forceps during labor, aneur- 
ism, varicose veins inside the sheath of the 
nerve, pelvic tumors and inflammatory masses, 
even a large stone in the bladder may cause 
direct pressure and hence neuritis, with its 
attendant pain. At the sacro-sciatic foramen 
a deposit of bone, generally of rheumatoid or 
luetic origin and connected with the lower por- 
tion of the sacro-iliae joint, may be a source of 
direct irritation. Back of the hip-joint, also, 
painful adhesions or even bony pressure may 
result from old arthritis or fracture. An en- 
larged popliteal bursa has been known to be 
a source of direct irritation, as well as the use of 
the leg-holder in gynecological operations. Lum- 
bar ribs, abnormally elongated transverse pro- 
cesses and other congenital deformities, extreme 
seoliosss and spondylolisthesis may cause pres- 
sure pain. It must, however, be emphasized that 


‘such conditions are rarely seen in civil prac- 


tice. In the orthopedic clinic of the Montreal 
General Hospital no cases of sciatica coming 
under the head of direct injury to the nerve 
have been seen during the past two years,. In 
one instance, that of an old gunshot wound of 
the hip-joint, direct pressure upon the: nerve 
was at first suspected. Further examination, 
however, demonstrated that the pain was re- 
ferred from the sacro-iliae joint of the same 
side. which joint was the seat of chronic strain 
the result of the combination of stiff hip and 
shortened leg. Thus in by far the greater num- 
ber of cases the sciatic nerve is not the source 
but rather the medium for the expression of pain,,. 
pain which is the ery of some neighboring joint 
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unable to express itself adequately through its 
own intrinsic nerves. 

In by far the greater number of ‘cases accom- 
panied by sciatic pain, disease or injury is 
demonstrable in one or more of the joints of 
the spine or of the lower extremity. Consider- 
ed as a pain, therefore, and not as a disease, 
sciatica is almost essentially of joint origin. Of 
these various sources the lumbar spine plays 
the most important role, the sacro-iliac next and 
the hip-joint third in the order of frequency. 
Other sourees of referred pain seen occasion- 
ally are diseases of the uterus and its append- 
ages, of the posterior urethra and the prostate, 
pelvic inflammation, stone in the kidney, pyri- 
formis irritation due to flat foot, and inflam- 
matory conditions of the lower abdomen such as 
appendicitis. If therefore we discuss the lumbar 
spine, the sacro-iliac joint and the hip in their 
relationship to sciatic pain, we shall have dealt 
with the causes of probably four out of every 
five cases.. 

Such joint conditions, speaking broadly, 
are either inflammatory or traumatic or, as 
frequently happens, a combination of both. Of 
these disturbances non-tuberculous disease of 
the lumbar spine including gouty arthritis is 
the greatest single offender, whether caused by 
infected tonsils, urethritis, dental abscesses, 
intestinal stasis, protein putrefaction, ete. 
Pott’s disease is probably next in order of fre- 
queney, traumatic conditions to the spine fol- 
lowing closely behind. Syphilitic arthritis, 
typhoid spine, in fact any disturbance to this 
region may be a source of sciatic pain. It is 
only fair to state that in some cases, as for 
instance an extreme scoliosis with its inevitable 
arthritis, it may be impossible to determine 
without a period of observation whether the 
pain is due to nerve pressure the result of the 
scoliosis, or is referred from the accompanying 
arthritis. 

In the case of the sacro-iliac joint any factor 
constantly disturbing the body equilibrium will 
tend to cause in time a chronic strain or relaxa- 
tion of this joint. A pronated foot will cause 
sacro-iliac strain, so also the weight of the preg- 
nant uterus or of a pendulous abdomen. A 
short leg and a stiff hip will always result in 
unusual strain to both knee and _sacro-iliac 
joints, with the possibility of painful distur- 
bance in each. In the case of a strained knee 
the source of the pain will be obvious, while the 
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sacro-iliae strain may proclaim its presence by 
way of the sciatic nerve rather than locally. 
Here, however, the presence of tenderness: over 
the posterior superior spine will be found to 
serve as a guide to the source of the trouble. 
By suddenly stooping to the floor an intense 
pain may be caused in the lumbar region, at 
times accompanied by a snapping sensation. 
Although at the onset tenderness may be elicited 
in the lumbar muscles, it will often be found 
later to have shifted to the posterior superior 
spine, where its presence is indicative of sacro- 
iliac strain. Such a condition has often been 
diagnosed as rheumatic in origin, but to the 
writer its sudden onset following trauma and 
without previous disturbance speaks against 
this view. It would seem more rational to con- 
sider the pain as due to a definite trauma by 
which the sacro-iliaec joint has suffered. 

During the later months of pregnancy back- 
ache frequently exists. After labour such is 
often greatly increased, and may radiate down 
one or both legs. Such a condition is usually 
found to be associated with sacro-iliac relaxa- 
tion, to which the patient is predisposed by the 
softening of the pelvic ligaments incident to 
pregnancy. In addition the weight of the preg- 
nant uterus throws a great strain upon the junc- 
tion of the spine and the pelvis, while the exag- 
gerated lithotomy position assumed during labour 
is likely to still further strain the articulation. 
It is quite possible, too, though rarely seen, that 
direct pressure on the sciatic nerve may be 
caused by the foetal head in the pelvis or by 
the use of the forceps. In the experience of the 
writer, however, treatment directed to the sup- 
port of the definitely relaxed sacro-iliac joints 
is usually successful, a result not to be expected 
were the case one of actual damage to the nerve. 

As in the lumbar spine non-tuberculous arth- 
ritis of several years’ standing should show 
lipping at the sides of the vertebral bodies in 
the X-ray picture, so in sacro-iliae arthritis of 
this nature one expects to find lipping at the 
lower margin of the joint, at times accompan- 
ied by spicules of bone which appear to be quite 
eapable of irritating the sciatic trunk as it 
passes out of the pelvis by the great sciatic fora- 
men. 

The sacro-iliae joint may be the seat of tuber- 
culous as well as suppurative arthritis, the for- 
mer characterised by tenderness over the pos- 
terior spine, pain on pressing the iliac crests 





together, a tendency to cold abscess formation 
and evidence of bone destruction in the X-ray 
picture, the latter by a rapid course, high tem- 
perature, pain and abscess formation. 


In the hip one deals with both injury and 


disease. Arthritis deformans or, to speak more 
broadly, non-tuberculous arthritis is the most 
frequent offender. Cured or rather arrested 
hip disease may be a cause of sciatic pain,-either 
by itself or by the production of « saero-iliac 
strain. At times the pain simulates a return 
of the original disease, and may cause a great 
deal of unnecessary: alarm. Hip traumatisms 
of all kinds are capable of causing sciatic pain, 
the most commonly seen in civil practice being 
old fracture. It is interesting to note that here, 
as in old hip-disease, the sciatic pain is often 
caused indirectly through the strained sacro- 
iliae joint, rather than directly from the injured 
hip joint itself. 

True sciatic neuritis will not be discussed here 
at any length, whether produced systemically 
by various toxines or secondary to actual nerve 
pressure. True primary sciatic neuritis is rare, 
and when present follows the same course and 
yields to the same treatment as neuritis else- 
where. The writer wishes to emphasize the 
importance of an anaemic and exausted condi- 
tion in prolonging and exaggerating sciatic 
neuralgia. 

' With regard to the time honored custom of 
putting the blame for sciatic pain on the so- 
called ‘‘rheumatie diathesis,’’ the writer urges 


strongly that this vague, misleading and un- 


scientific term. should be utterly discarded. ‘As 
Thomas McCrea has pointed out, it means 
nothing and is a cloak for ignorance. One 
patient’s ‘‘rheumatic diathesis’’ in reality 
means chronic infection from diseased tonsils, 
and in another case abscessed teeth, disregarded 
and perhaps even unnoticed for years, are at 
fault. The use of the term is a confession of 
failure to reach the correct diagnosis. Ralph 
Pemberton of Philadelphia in the Archives of 
Internal Medicine, March 1920, insists that 
rheumatoid arthritis is accompanied usually by 
a lowered sugar tolerance. 


TREATMENT 


The important subject of treatment of sciat- 
ica can be made very short. It is the question 
of diagnosis that presents the greater difficulty, 
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and when once the actual source of the pain 
is discovered the appropriate treatment is at 
once indicated. As joint disease of some sort 
is in most cases at fault, this must be appro- 
priately treated. Mechanical disability should 
be overcome,-as far as is possible, by apparatus 
or by operation. Do not forget that there may 
be ample X-ray and other evidence of old dis- 
ease. in the spine, sacro-iliac or hip, but bear 
in mind that this disease may have long since 
spent its force, leaving in its train deformity 
or joint disability. One can readily understand 
how, in a ease like this, treatment directed to- 
ward the cure of a disease already cured will 
fail to relieve the sciatica, while the relief of 
deformity or mechanical disability resulting 
from the now quiescent disease may have the 
desired. result, Thus in almost all cases treat- 
ment falls under two heads, medical and mech- 
anical. The first feature remains the same, what- 
ever joint is involved, while the mechanical or 
operative element varies greatly according to 
the region under treatment. | 

In non-tuberculous arthritis, the most com- 
mon source of sciatica, search should be made 
for an infective focus or foci, whether the spine, 
sacro-iliac or hip be concerned. Tonsils and 
sinuses should be examined by a laryngologist, 
while the teeth should be X-rayed and examined 
by an expert in dentistry, whose recommenda- 
tions as to treatment may be sent with the 
patient to the family dentist. The gynecological 
and genito-urinary specialists should be consult- 
ed if the case history sound at all suspicious, 
while metabolic and Wassermann tests may 
reveal important information. Faulty bowel 
movement should be corrected, the intestinal 
tract examined roentgenologically, and when ne- 
cessary special diets ordered. Such a course is 
particularly indicated when gout is suspected 
and the patient admits a fondness for, and an 
over-indulgence in, meat. In such cases a low 
protein diet excluding meats, fish, soups and 
gravies, should be tried for three or four weeks, 
supplemented by a quart of buttermilk daily. 
For local treatment baking combined with mas- 
Sage is a distinct aid in such cases. The writer 
is not aware of any relief that electricity can 
give that cannot be obtained by other physical 
agents such as baking and massage. 

If sacro-iliac strain or relaxation act as a 
cause of sciatica, improvement is usually obtain- 
ed at once or in a few hours by the use of a 
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flannelette spica, made to bind the pelvis and 
hips very tightly together. This is more effi- 
cient than strapping the sacro-iliac joint, and 
much less troublesome to the wearer. If the 
spica is successful in relieving the pain one feels 
sure that the source of the irritation has been 
found, and the patient, if a woman, may have 
her corset adjusted to give greater sacro-iliac 
support. This consists in having the corset 
descend so low that the great trochanters are 
included in its embrace. The corset should 
lace in front and be solid in the back. It should 
be made to lace in two sections, the lower ten 
inches very tightly, the upper portion loosely 
in order to permit easy breathing. It it the low- 
er section that is important. In addition extra 
steels should be inserted at the back of the cor- 
set, and a pad about four inches in diameter 
and about three-quarters of an inch thick should 
be attached to the inside of the corset in such 
a position as to press against the affected sacro- 
iliac joint. This pad will be found to give a 
feeling of grateful support. In a woman 
patient, too, the corset can be so stiffened and 
strengthened as to give the support necessary 
in lumbar arthritis. In male patients a sacro- 
iliac brace must be specially made and fitted. 
Such a brace will need perineal straps to hold it 
down, except in very obese patients. In the 
ease of scoliosis a corrective jacket or jacket- 
spica will often be found to give relief, and 
may be followed, on the subsidence of the pain, 
by the use of lighter retentive apparatus. 
Tuberculosis of either the lumbar spine or 
sacro-iliac joint needs appropriate fixation by 
plaster jacket or jacket-spica, together with 
general anti-tuberculous treatment and _ rest. 


In adults fixation of the spine by the Albec’ 


bone-graft is at times indicated. In children 
operation is rarely necessary, and in them also 
sciatica is seldom seen. In some eases of sacro- 
iliac tuberculosis, as well as in relaxation and 
chronic strain, the joint may be arthrodesed by 
the method of Smith-Petersen of Boston. This 
procedure, it is claimed, may be carried out even 
in the course of active tuberculosis of the joint 
with good results. 

In the case of arthritis deformans of the hip- 
joint the problem is somewhat more difficult. 
In mild cases a tight flannelette spica may be 
applied with relief, while in more painful cases 
a plaster spica is beneficial. Tubby of London 
has, in the Practitioner, for December 1921, 
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advocated strongly the use of traction in the 
treatment. of this condition, to be followed by 
the use of an ambulatory Thomas knee splint 
which takes the weight off the leg and transfers 
it to the tuber ischii. A high sole is worn under 
the sound leg. In eases severe enongh to war- 
rant surgical interference the hip-joint may be 
arthrodesed. and such treatment applies equally 
to eases where the joint has been damaged by 
old fracture or even by old cured hip-disease. 

In very acute cases of sciatica one will need 
to try many remedies. Tablets of aspirin or 
phenacetin or both in combination will be found 
of service when given frequently. Codeine is 
often helpful, but it will be found necessary to 
use morphine in most of the acute cases. Small 
blisters along the course of the nerve at times 
prove of service. Saline solution may be in- 
jected inside the sheath of the sciatic in the 
thigh. The leg will be found to be most com- 
fortable when supported on, and fixed by, pil- 
lows. Hot lead and opium fomentations or the 
hot water bottle are of service. The electric 
warming pad has proved most valuable. It 
eases where the hip is involved longitudinal 
traction is often helpful. Plaster-of-Paris fixa- 
tion is likely to be of service especially when the 
hip is involved. In cases of severe sacro-iliac 
or vertebral strain relief has been obtained by 
making a plaster bed for spine and both legs, 
with sufficient support to the lumbar curve. At 
the same time the pelvis should be tightly band- 
aged. An epidural injection of saline solution 
into the sacral canal may give relief lasting for 
hours. It may be said, in fact, that in the very 
acute cases of sciatica both the patient and his 
nerve have become very irritable, and time is 
necessary to bring the case to a point where 
more energetic measures may be instituted. 

It may be that a few short case-histories will 
serve to illustrate some of the features which 
the writer has endeavoured to make clear. Take, 
for example, the case of a portly and dignified 
grandmother of sixty-five years, who complains 
that for months she has been unable, on ac- 
count of sciatica, to accompany her husband 
on the daily walks in which they formerly de- | 
lighted. On examination her spinal movements 
show restriction, she walks with pain. Tender- 
ness is elicited over sacro-iliaec and lumbo-sacral 
regions. One notices a heavy and pendulous 
abdomen, but good feet. Her teeth show many 
gold crowns, and the X-rays thereof show much 


that is lamentable. You perhaps, as the writer 


has often been glad to do, fortify your position ~ 


by eonsulting high authority in the dental 
world. A very polite note, containing his 
recommendations, is written, and the patient 
is sent to her fashionable dentist, dental X-rays, 
letter and all. In the meantime a corset is made 
and fitted according to your specifications. The 
heavy abdomen is supported, and its weight dis- 
tributed more evenly. No longer is it allowed 
to hang directly from the lumbar spine. The 
sacro-iliac and lumbo-sacral articulations are 
all firmly braced together most comfortably, and 
relief is at once begun. Visits to the fashion- 
able dentist continue, and the patient’s pain 
disappears gradually but surely. What has 
happened? This woman has had chronic non- 
tuberculous arthritis of the sacro-iliac and lum- 
bar articulations, maintained by many abscessed 
teeth and aggravated by the weight of her heavy 
abdomen. Her special corset has put the irri- 
tated joints at rest and has supported the ab- 
domen, while attention to the teeth has stopped 
the source of the arthritis. 

As an example of severe trauma let us con- 
sider the case of a railway man lying motionless 
in bed in the hospital ward. He has been sent 
in from far away labelled ‘‘sciatica,’’ the vic- 
tim of a train wreck a month or more ago. Up 
to to-day his pains and disability have been 
unrelieved, and any attempts to move him cause 
agony. No fracture is revealed by the X-rays. 
By passing the hand cautiously under his back 
tenderness is elicited at one posterior superior 


Bluish Discoloration of Umbilicus—In 1919, 
Cullen called attention to a “bluish discoloration 
of the umbilicus as a diagnostic sign where 
ruptured extra-uterine pregnancy exists.’’ Some 
recent experiences with extra-uterine pregnancy 
have convinced Emr Novak, Baltimore (Journal 
A. M. A., March 4, 1922), of the value of this 
“blue belly-button’’ sign of Cullen. He reports 
two cases and calls attention to the fact that 
Cullen’s sign would hardly be positive in cases of 
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spine, and it is noted also that pressure here 
starts up the pain radiating down his leg. A 
tight binder around his hips and pelvis gives 
appreciable relief, and this is taken as an indi- 


cation that his sacro-iliae joint has been severely — 


strained. As he lies in bed it is noticed that 
his lumbar spine is flattened out, the normal 
lumbar curve being obliterated. To remedy 
this, as well as to secure better fixation, a plas- 
ter bed is made,, supporting both spine and hips. 
Still further relief of the pain is experienced. 
Massage can now be tolerated, and before long 
a sacro-iliae brace is made for him, lacing tight- 
ly in front and kept in place by perineal straps, 
a pad applied to the affected joint posteriorly. 
Relief comes more quickly now that he can move 
about, and before long he is able to return home. 

In a third case a man of fifty-five, undoubt- 
edly the subject of arthritis deformans of the 
spine, has suffered from sciatic pain for years. 
All sources of infection, teeth, tonsils, intestin- 
al tract, etc., so far as can be ascertained, have 
been eliminated. In fact, in his treatment 
attention has been almost exclusively directed 
to the cure of the arthritis, and apparently no 
thought of mechanical disability the re- 
sult of arthritis has been entertained. The 
presence of suggestive tenderness over the pos- 
terior spine of the affected side led to the order- 
ing of a brace supporting both sacro-iliac and 
lumbar articulations, with speedy relief. This 
ease is interesting as an illustration of the way 


in which an arthritis, though cured, may leave 


in its train joint instability and weakness. 


extra-uterine pregnancy which are not associated 
with intraperitoneal hemorrhage of considerable 
degree. Furthermore, severe intra-abdominal 
hemorrhage due to other causes than extra- 
uterine pregnancy might cause the umbilical dis- 
coloration as well. Cases of the latter type, 
however, are so rare that, to all interests and 
purposes, the sign may be considered one especial- 
ly applicable to the diagnosis of ruptured extra- 
uterine gestation Jour: A. M. A., Mar. 4, 1922 
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NOTES ON TETANUS 


H. H. Hepsurn, M.D., C.M.,F.R.C.S.. (Ep.) ; F.A.C.S. 


University of Alberta, Edmonton, Alta. 


[N Allbutt and Rolleston’s System of Medicine 
(1908), Sir George Humphry defines tetanus 

as a virulent infective disease, characterized by 
continued contraction of the musculature of the 
patient, the spasms commencing in small groups 
of muscles and gradually extending to those of 
the whole body, especially the 
muscles. 
I would be inelined to omit the last phrase 
of the above definition, the involvement of the 
respiratory muscles being the result of culmina- 
tion rather than of special selection. 

Up to the middle of the nineteenth century 
tetanus was regarded as the result of irritation 
of the brain and nervous system ,by divers 
agents. Tetanus following a local injury. was 
spoken of as ‘‘traumatic tetanus.’’ Another 
form was referred to as ‘‘spontaneous tetan- 
us,’’ and was thought to be due to irritation by 
climatic conditions, intoxication, psychic im- 
pulses, ete. 

Sir James Simpson, in 1854, was one of the 
first to point out the close association of tetanus 
with the presence of wounds, which in those 
days were usually suppurating wounds. Draw- 
ing attention to the similarity of the disease to 
such conditions as eclampsia, which was recog- 
nized as being due to a poison circulating in the 
blood; and to the effects of poisoning by strych- 
nine, he wrote: ‘‘It seems not impossible_that 
the generation of a specific blood poison at the 
site of the wound, or elsewhere, may sometimes 
and in the same way give rise to obstetrical and 
surgical tetanus.’’ 

In 1885 Nicolaier produced. tetanus experi- 
mentally in mice and rabbits by infection of 
wounds with earth and with pus from a tetanus 
patient. He described the causative organism 
but was unable to isolate it in pure culture. 
In 1889 Kitasato obtained a pure culture of the 
organism. It was soon fully described and 
proven to be the sole cause of the disease known 
as tetanus. 

The causative organism is a slender bacillus, 


respiratory 


in length, about two-thirds the diameter of a 
red blood corpuscle, and with rounded extrem- 
ities. It is easily stained by ordinary laboratory 
methods: and is Gram positive. It grows best 
at about body temperature. It forms spores 
readily, sometimes in less than twenty-four 
hours. The bacilli are readily killed by expos- 
ure to a temperature of 60°°C., but the spores 
will resist a temperature of 80° C. for ‘one hour, 
and steam heat at a temperature of 100° C. must 
be applied for at least five minutes to kill all 
spores in a culture. Spores will-survive for 
several hours in an aqueous solution of carbolic 
acid 1-29, or in solution of corrosive sublimate, 
1-1000. 

The organism is an-aerobic, and when exclud- 
ed from air and light has been known to retain 
its vitality for at least twelve months, and will 
probably reproduce indefinitely as it is known 
to be endemic in the highly cultivated and arti- 
ficially fertilized soil of ‘certain countries. Its 
ability to survive for long periods in prepared 
cat-gut and gelatin is also well known, as cases 
of tetanus have unfortunately been traced to 
both of these sources in surgical practice. His- 
torians have described: the technique by which 
native tribes of Africa many years ago utilized 
tetanus-infected soil for the manufacture of 
poisoned arrows. 

The toxie product of the tetanus bacillus is 
destroyed by a temperature of 65° C. in about 
five minutes, but if kept on ice will retain its 
toxie properties for many months. 

The organisms do not tend to invade to any 
extent, either the soft tissues or the blood 
stream, but flourish locally under cover of 
necrotic tissues in the wound of entry. The 
toxin, however, can be demonstrated in the 
blood stream and in the cerebro-spinal fluid. 

Evidence appears to be strongly in favor of 
the belief that the specific toxin is attracted by 
nerve cells of the spinal cord and brain, espec- 
ially the former, and that the toxin reaches the 
nerve cell most directly and quickly by travel- 


- 
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ling along the axis cylinders of nerves whose 
end plates are distributed to the areas of infec- 
tion. Secondary intoxication and general dif- 
fusion of the toxin are brought about by the 
circulation of contaminated lymph and blood. 
The revised memorandum of the British Te- 
tanus Committee dated Oct. 25th, 1916, states 
that: ‘‘Tetanus toxin reaches the motor nerve 
cells by travelling up the nerves. It is not 
directly conveyed to the central nervous system 
by the blood stream.’ : 

The toxin acts as a stimulant to the motor 
nerve cells of the spinal cord, medulla, and pons, 
and to a much lesser degree, of the cerebral 
cortex. 

The bacillus of tetanus when found in a 
wound is practically always in mixed infection, 
associated with a purulent discharge, but when 
introduced into the tissues in pure culture it 
does not as a rule produce suppuration. Conse- 
quently, in many cases wheré the initial site of 
infection escaped detection, the case has been 
erroneously recorded as a case of so-called 
‘‘idiopathic tetanus.’’ 

It is now pretty generally conceded that any 
solution of continuity in skin or mucous mem- 
brane may serve as a point of entry for the 
tetanus bacillus, with or without the develop- 
ment of general tetanus. 

The incubation period of tetanus varies great- 
ly in different species of animals and also in 
individuals of a species. In man it is about 
four to twenty-one days, commonly seven to ten. 
Cases developing, as they sometimes do, several 
weeks or months after the date of wound and 
probable infection, are probably most correctly 
classed as latent or delayed tetanus. The period 


of incubation is followed by a period of local | 


spasm, which in many eases is of short duration, 
and consequently, frequently unobserved by the 
surgeon. The period of local spasm is followed 
in typical eases by the stage of spreading, gen- 
eralizing spasms, which spread from group to 
group of muscles until it frequently terminates 
fatally by involvement of the muscles of respira- 
tion, or possibly of the myocardium. In some 
cases the spread of the disease is by some means 
arrested, and the case is then described as one 
of localized tetanus. 

Generally speaking the shorter the incuba- 
tion period, the higher is the mortality rate. 
During the late war, this observation was re- 
corded and verified by figures in the bulletins 
published by the Royal Army Medical Corps 


as early as Jan. 28th, 1915. Personally I am 
inclined to regard any case with an incubation 
period of under six days as practically hopeless, 
whereas in cases with an incubation period of 
over ten days, the prognosis is comparatively 
favorable. 

Prophylaxis and early diagnosis are most 
essential. By the time a patient has developed 
the clinical picture portrayed as diagnostic in 
most pre-war text-books, he has already reached 
a stage in the progress of the disease where 
the mortality is 70 to 80%. It is significant, 
even allowing for the increased prophylaxis, 
that in the first series of 109 cases occurring 
in the British Army in 1914, the R.A.M.C. re- 
eords show a mortality of 73.89%, whereas in 
1918 the mortality was 26.3%. 

Following incubation, the period of primary 
invasion is frequently, especially in virulent 
cases, very brief. It may be only a few hours 
before generalized symptoms and signs become 
pronounced. Thegreat war proved conclus- 
ively, if proof were still required, the great 
value of the prophylactic use of anti-toxie serum. 
Further, the value of serum as a therapeutic 
agent was shown to vary with the method of 
its administration and to be greatest when in- 


jected earliest, that is to say, before the nerve 


eélls became saturated with the toxin. The 
observations of the British Tetanus Committee 
reported in the British Medical Journal of Sept. 
25th, 1920, indicate that once the nerve cells 
have absorbed a lethal dose of tetanus toxin, 
serum treatment is of little, if any, avail. 

The routine administration of a prophylactic 
dose of anti-tetanic serum to all patients suf- 
fering from wounds, abrasions, ‘‘trench feet,’’ 
ete. produced a very marked fall in the inci- 
dence of the disease, and furthermore, it was 
found that when tetanus did develop after a 
prophylactic dose of serum had been given, the 
symptoms were less severe and the disease more 
likely to run a favorable course. The large 
number of cases of localized tetanus recorded 
was, no doubt, for the most part due to the 
prophylactic serum having prevented general 
spread of the disease by neutralizing the liber- 
ated toxin. Also it appeared to prolong or 
retard the period of incubation, and render the 
onset of symptoms less abrupt, thus giving more 
warning to the surgeon, and favoring treat- 
ment. 

Among the earliest general premonitory 
symptoms are:- restlessness, insomnia, irritable 
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temper, yawning, profuse perspiration, head- 
ache, vague pains in the back, and difficult mic- 
turition. By the time trismus and difficulty 
in swallowing have appeared, it can no longer 
be called an early case. An observant nurse 
will frequently suspect trouble by change in 
temperament of the patient before the surgeon 
is aware of it. 

Locally there are important early signs which 
make it advisable to frequently examine the 
region of a wound in all cases where tetanus 
may be expected to occur. There is frequently, 
if not always, an early local increase in reflexes, 
with rigidity of the muscle, or part of a muscle 
surrounding the infected wound. Local rigid- 
ity and increased muscular excitability may be 
demonstrated, by gently tapping with the finger 
tips, the area surrounding the wound, especially 
when the wound actually involves a muscle. 
Inereased complaint of pain during the chang- 
ing of a dressing may be the first indication of 
this muscular excitability and cramp. 

As a prophylactic measure anti-tetanic serum 
is usually injected subcutaneously; 500 U.S.A. 
units being the usual dose. Larger doses appear 
to be unnecessary as the immunity in any case 
wears off in about ten days in spite of larger 
doses being given. Consequently, weekly injec- 
tions are recommended wherever the infection 
is feared. 

As a therapeutic measure four methods of 
injection are practiced, i.e., (1) intra-thecal, (2) 
intravenous, (3) intramuscular, and (4) sub- 
cutaneous. I have not seen any authoritative 
opinion expressed on the local application of 
serum to an infected wound surface, but in the 
few cases where I tried it, I could see no indi- 
eation of beneficial results. 

Clinical experience confirmed -by animal 
experiments, (B.M.J. Sept. 25; 1920) shows 
that serum acts most quickly when injected 
intra-thecally, and next, by the intravenous 
route. The intravenous route, however, is not 
recommended except for the first day of treat- 
ment when one wishes to neutralize toxin which 
has already found its way into the circulating 
fluids. The danger of anaphylaxis is greatest 
by this route, and the benefits most transient. 

By intramuscular injection the neutralizing 
action of the anti-toxin is somewhat delayed, 
absorption of the serum being at its height in 
about twelve hours, but it has the advantage of 
extending the effects of the dose over a longer 
period and so preventing waste by elimination, 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


which must necessarily occur when a concen- 
trated dose is thrown suddenly into the circu- 
lation. 

Subcutaneous injection is still more slow and 
is less certain of absorption. It may require 
over forty-eight hours to reach the height of 
absorption, consequently this is a poor thera- 
peutic, but a good prophylactic, route. 

Direct injection of serum into the trunks of 
large nerves has been tried, but the results have 
not been encouraging. 

After analyzing the reports of many hundreds 
of cases, the British Tetanus Commission head- 
ed by Major General Sir David Bruce, K.C.B., 
F.R.S. recommended the following combination 
of methods: 

(1) Intra-thecal injection ‘of from one to 
three thousand units of anti-toxin immediately 
the development of the disease is suspected, sup- 
plemented by, (2) intramuscular injection of 
three to five, or even ten, thousand units. Both 
these injections should be repeated the second 
day, and preferably the third day. After the 
third day, intra-thecal injection is no longer 
necessary, and subcutaneous injection may be 
substituted for intramuscular if so desired, or 
combined with it. 

If for any reason the intra-thecal route be 
inaccessible, I believe the first injection should 
be made intravenously, without delay, and 
repeated for two or three days. 

When improvement becomes noticeable the 
injections may be lessened to every second day, 
along with reduction in the quantity, not going 
below five hundred units per week until the 
infected wound has completely healed. 

In severe eases I have given as high as twenty 
thousand units in a day by combined methods, 
with the doses aggregating one hundred and 
seventy-five thousand units, and have credited 
recovery to the magnitude of the doses. Where 
large doses are to be given the use of high 
potency serum is recommended to reduce the 
amount of foreign serum injected. 

Serum treatment should of course be com- 
bined with all other available means for com- 
bating the disease. All stimuli likely to provoke 
reflex motor response should, as far as possible, 
be prevented from reaching the patient. Never- 
theless, the patient must be nourished, and the 
bowels evacuated. 

Of the sedatives, morphin and chloral hydrate 
have proved most efficacious in my experience, 
and should be pushed until the clonic spasms 





are overcome. Omnopon may be substituted for 
morphia, as being less constipating,, I have 
given morphin sulphate gr. 14 hypodermatic- 
ally and chloral hydrate gr. XX per rectum, 
every two hours for twenty-four hours, and 
then morphin gr. 14 and chloral hydrate gr. X 
alternately every two hours for several days. 
I am accustomed to reduce the amount only 
when spasms are controlled or when the respira- 
tions become reduced to below ten per minute. 

Any surgical interference with the wound 
after definite signs of tetanus have developed 
has usuaily proven to be of no avail, and at 
times appears to have hastened the spread of 
the disease by opening up new paths for absorp- 
tion. 

The application of oxidizing agents to the 
wound is advisable provided this can be done 
without much disturbance of the wound. 
Dakin’s solution and Hydrogen peroxide are 
the two solutions most highly recommended. 

Both the magnesium sulphate and the car- 
bolic acid treatments have been condemned by 
the British Tetanus Committee (Oct. 25th, 
1916.) 

In performing spinal puncture for the injec- 
tion of serum, I believe general surgical anaes- 
thesia should be employed to minimize the shock. 
I have not seen deep anaesthesia do any harm, 
but have had the unfortunate experience of a 
patient expiring suddenly when the puncture 
was made under light anaesthesia, before any 
fluid was withdrawn or any serum injected. 

_ Alarming symptoms of anaphylaxis following 
the therapeutic injection of anti-tetanic serum 
were seldom seen during the late war, in spite 


of the fact that many men were wounded 


and received injections of serum on two or more 
separate occasions, at varying intervals of time. 
I need hardly remind you that tetanus anti-toxin 
per se has nothing to do with the phenomenon 
of anaphylaxis. This condition is produced by 
sensitization to the protein of a foreign blood 
serum which is used as the vehicle for the anti- 
toxin. Consequently, it behooves us always to 
bear in mind the possibility of a patient having 
received a previous injection of serum of the 
same species, bearing a different anti-toxin. 

A British army memorandum issued Jan. 
1917, states that among the first four hundred 
and seventy cases of tetanus occurring since 
August 1914, only three cases of anaphylactic 
shock were reported. One patient died. It is 









THE CANADIAN MEDICAL ASSOCIATION JOURNAL 315 


possible that other cases did occur but prob- 
ably not to an alarming degree, otherwise they 
would most probably have been reported, 
especially if fatal. 

The method of desensitizing laid down in the 
above mentioned memorandum is as follows:- 

Dilute 5 ¢.c. of serum with 50 c.ec. of normal 
salt solution ; of this mixture inject 1 ¢.¢c. intrav- 
enously ; follow in four minutes with 3 ¢.c., and 
two minutes later with 10 ¢.c.; after another 
two minutes inject 25 ¢c.c.; then in ten to fifteen 
minutes the full dose required may be given. 

To detect the presence of sensitization in a 
patient, the following procedure is recommend- 
ed :- Give a sub-epidermal, or intra-dermal injec- 
tion of 0.4 cc. of serum. In a sensitized patient 
a raised urticardial, or hyperaemic area from 
one to five centimetres in diameter will appear 
inside of thirty minutes. 

The chief symptoms and signs produced by 
injection of serum into a sensitized patient are:- 
Pallor, sweating, air-hunger, dilatation of the 
pupils, rapid feeble pulse, a fall in blood pres- 
sure, and diarrhoea. The treatment is intra- 
venous injection of adrenalin solution and 
atropin sulphate, the application of heat and 
usual measures employed to combat surgical 
shock. 

The following is a summary of the cases of 
tetanus occurring in the British army during 
the late war as reported by the tetanus commit- 
tee in the British Medical Journal of Sept. 25th, 
1920. 

One thousand four hundred and fifty-eight 
cases of tetanus occurred in the home hospitals 
of the United Kingdom during the years 1914- 
1918. This represented an incidence of 1.2 per 
1000 of wounded treated in the same hospitals. 
The mortality among all cases occurring in the 
United Kingdom was 34.8% and of all cases 
occurring in the United Kingdom and France 
it was 47%. ‘The mortality before serum 
prophylaxis was introduced as a routine was 
about 85%. The mortality for generalized te- 
tanus without trismus was 24%. No death 
occurred in 201 cases of local tetanus. 


Sir David Bruce states that, ‘‘the occurrence of 
complete trismus inside of twenty-four hours 
was of grave import. Seven cases out of ten 
were fatal. When closure of the jaws occurred 
only after the other general symptoms developed 
eight cases out of ten recovered. 
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ON THE RELATIONSHIP BETWEEN THE ADRENAL GLAND 
AND THE THYROID* 


Francis A. C. Scrimcer B.A., M.D. 


Montreal 


{2 is my belief that the next step to be taken in 

our knowledge of diseases of the thyroid will 
be a more clear differentiation between hyper- 
thyroidism and that state known as exophthalmic 
goitre, and that this differentiation will be made 
by recognizing hyperthyroidism as a disease of 
the thyroid gland, and exophthalmic goitre as 
a disease of the thyroid in association with other 
members of tlie endocrine group, especially the 
adrenals. 

It is well to recognize that toxic goitres fall 
in two main groups whose extremes are repre- 
sented by the nodular thyroid with toxic symp- 
toms as described by Plummer and Boothby, and 
the true exophthalmie goitre, the typical Graves’ 
disease. These types have each moderately char- 
acteristic clinical history, a fairly definite patho- 
logical picture, and a course which we are 
learning to forecast with gradually increasing 
accuracy owing to a better understanding of the 
disease, and to newer methods of examination. 

There is however a third, or an intermediary 
group, in which we find a relatively short his- 
tory, and a bodily state approaching that of 
exophthalmie goitre, but without exophthalmos 
and other characteristic signs. The gland is 
symmetrically enlarged, and on section shows 
a colloid growth with areas of hyperplasia indis- 
tinguishable from the generalized hyperplasia 
associated with true Graves’ disease. There may 
be a high metabolic rate of forty, fifty or even 
sixty above normal. These cases stand operative 
procedure well, and promptly return to normal 
after removal of the thyroid, in contrast to the 
exophthalmiec cases of no greater severity, which 
will return to normal only after long months if 
at all. . 

We must either believe with Crile that 
‘‘Todine alone, adrenalin alone, thyroid extract 
alone, emotion exertion or infection alone each 
cause a kinetric drive with resulting phenomena 
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similar to those of exophthalmic goitre,’’ or 
that in the one type the disease is a disease of 
the thyroid; in the other the thyroid plus some- 
thing else is at fault. That somehing else may 
well be the adrenal or other of the ductless 
glands. 

There is much evidence, some of it vague and 
unproved, some of it well based on experiment 
to point to the physiological association of the 
thyroid and the adrenal, to emphasize the sim- 
ilarity of the effects produced by the two secre- 
tions, and to demonstrate the mutual reaction 
of the one gland to demonstratefflz fififfemrhd 
of the one gland on the activity of the other. 

For this reason I have considered it worth 
while, in an evening devoted to the discussion 
of thyroid disease to gather together for you 
shortly what is known of the activities of the 
adrenal so far as it is related to the activities of 
the thyroid. 

It is needless to remind you that the adrenal 
gland is composed of two separate parts, the 
cortex derived embryologically from the same 
tissues as the ovary and the gonad; and the 
medulla, which takes origin from the same cells 
as the sympathetic, and is chromaffin in nature. 

Of the function of the cortex little is known 
with certainty. Its disturbance is associated 
with curious changes in the secondary sex char- 
acteristics. One rather attractive theory gives 
to it the function of inhibiting medullary activ- 
ity ; and a growing importance as with the more 
complex nervous systems the cerebral control 
tends to become dominant over the sympathetic. 
There is little or nothing to associate the cortex 
with the thyroid. It is otherwise with the 
medulla and its product adrenalin. 

There are two theories in the field as to the 
function of the adrenal medulla. These may be 
spoken of as the tonus theory and the emergency 
theory. The tonus theory regards the adrenal 
as a factor in the maintainance of tone of smooth 
muscle through the sympathetic, not necessarily 







always a blood pressure raising action, because 
it has been shown that small doses may lower 
blood pressure generally; the vessels of the 
lungs, brain, and heart are said to be unaffected ; 
the peripheral vessels are contracted while those 
to the muscles are dilated. These several actions 
may indicate a governing or controlling power 
which under call can throw a large circulation 
into the lungs, brain, heart and muscles at the 
expense of the viscera and peripheral vessels. 

The second theory is the emergency theory 
put forward by Cannon, in which it is held 
that little or no adrenalin is sent into the cir- 
culation under normal quiet existence; but that 
under the influence of pain, asphyxia or emo- 
tional disturbance adrenalin is poured into the 
circulation where it heightens the effect of the 
sympathetic impulses, increases the irritability 
of fatigued muscle, stimulates to activity the 
thyroid and other glands, and concentrates the 
circulating blood to the best advantage for 
violent physical activity. In other words it 
enables the exhausted man under strong emo- 
tion, to get up and fight, to go without food and 
rest, long past his normal powers. | 

It has not been conclusively proved that 
under normal quiet existence adrenalin is found 
in the circulating blood. It has been proved 
that it is liberated into the blood under stimu- 
lation of the sympathetic. 

Clinically it has been shown that a large pro- 
portion of patients suffering from hyperthyroid- 
ism react with normal sensitiveness to adrenal 
secretion, as_ illustrated by the well known 
Goetsch test, which is based on the belief that 
thyroid sensitizes the sympathetic nerve endings 
to the action of adrenalin. Both the thyroid and 
the adrenal are under the common control of 
the sympathetic. Both sensitize the sympathet- 
ie to the action of the other’s secretion. Each 
stimulates the other’s secretary activity. Here 
we can easily see how one of nature’s vicious 
circles may arise. Under emotional stress the 
thyroid and adrenals are stimulated to activity ; 
the thyroid sensitizes the sympathetic nerve 
endings to the action of adrenalin, and at the 
same time increases the quantity of adrenalin 
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liberated. Adrenalin everywhere in the body 
duplicates the action of sympathetic impulses 
and augments them. It also stimulates, prob- 
ably through this action, the liberation of the 
thyroid secretion. 

An excessive supply of adrenalin, unbalanced 
by possibly the pituitary or the adrenal cortex, 
through its action on the sympathetic is believed 
to produce that state of body known as sympa- 
theticotonus; delayed peristalsis, rapid pulse, 
flushing of the skin, rise in temperature, increas- 
ed metabolic rate, raised blood pressure and 
closely resembling Graves’ disease as to be with 
difficulty distinguished from it. I have already 
pointed out that there is evidence to show that 
increased activity of the thyroid will result in 
increased activity of the adrenal, hence the 
recognition of the sympatheticotoniec and the 
vagotonie types of hyperthyroidism. It is reason- 
able to expect that a deficiency of adrenalin 
may result from over stimulation, and it is 
claimed that such a deficiency, indicated by 
‘‘Sergeant’s white line’’ has been produced 
by over medication with thyroid. Such a state 
is associated with muscular weakness, easily in- 
duced fatigue, and ineapacity for effort. 

It has been proved that both thyroid and 
adrenal are stimulated to secretion through the 
sympathetic. It has been proved that adrenalin 
duplicates in the body the action of the sympa- 
thetic; it has also been proved that adrenalin 
has the same effect on the thyroid as has stim- 
ulation of the sympathetic and that it does not 
do this through its action on the blood pressure. 
Fraenkel has claimed to have found in cases of 
exophthalmie goitre adrenalin present in quan- 
tities two to four times the normal. Asher and 
Flack believe that the phenomena of exophthal- 
mie goitre can be ascribed to the action of adren- 
alin upon the structures rendered sensitive by 
thyroid. There is then a gradually increasing 
pressure of evidence associating these two gland 
products under normal and diseased conditions 
which make it imperative for the understanding 
of exophthalmie goitre, that the influence of the 
adrenal should be considered, studied, and if 
possible, determined. 
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DIFFERENTIAL DIAGNOSIS OF DISEASES OF 
THE THYROID GLAND* 


JOHN Puruips, M.B. 


Cleveland Clinic 


HE thyroid gland, consisting of two lateral 
lobes and an isthmus, surrounds the trachea 
like a horse shoe. The isthmus covers the se- 
cond and third ring of the trachea and occas- 
ionally extends upwards in front of the thyroid 
cartilage or even the ecricoid. Special bands of 
connective tissue known as the cricothyroid or 
suspensory ligament pass upwards from the 
isthmus and lateral lobes of the thyroid to form 
an attachment with the cricoid cartilage. This 
attachment is important because it is responsible 
for the movement upwards and downwards of 
the gland during deglutition. Sometimes the 
thyroid has also a pyramidal lobe which extends 
upwards in the median line from the isthmus 
to the hyoid bone. This represents the rem- 
nant of the thyroglossal duct and may be the 
site of a struma or a cyst. Accessory thyroid 
glands are sometimes present, being situated in 
the neck in the neighborhood of the hyoid bone 
and below the thyroid, or in the mediastinum 
as low down as the arch of the aorta. 

The posterior and inner surfaces of the lat- 
eral lobes of the thyroid lie in contact with the 
ericoid and thyroid cartilages, the trachea, 
cesophagus, inferior laryngeal nerve and the in- 
ferior constrictor of the pharynx. It is import- 
ant to remember these relationships because 
when the gland is enlarged pressure on these 
structures gives rise to definite symptoms. 
In front of the lateral lobes lie the superficial 
muscles of the neck—the sternohyoid, sterno- 
thyroid, omohyoid and a small portion of the 
sternomastoid muscle. To the outer side of and 
posterior to each lateral lobe, and covered by 
the sternomastoid muscle lies the carotid 
sheath, containing the common earotid artery, 
the external jugular vein, and the vagus nerve. 
When this lobe is enlarged, the carotid artery 
is displaced outward and backward. This out- 





*Kead before Hamilton Medical Society, Sept. 15, 
1921. 


ward displacement serves to differentiate thy- 
roid enlargements from glandular swellings or 
tumors in this region as the artery passes cen- 
trally through the inflammatory mass. 


One of the two superior thyroid arteries en- 
ters the superior pole of each lateral lobe, one 
of the inferior thyroid arteries enters each in- 
ferior pole. In many eases of goiter, these 
arteries are considerably increased in size so that 
a distinct pulsation can be felt throughout the 
entire gland. The small ima arteries which 
usually arise from the aorta enter the 
lower portion of the isthmus from which 
the corresponding veins pass to the in- 
nominate veins. The latter are of im- . 
portance because they are sometimes. the 
seat of air embolism. One of the recurrent 
laryngeal nerves passes to the inner side of each 
lateral lobe, a position which renders it liable to 
compression by a struma or to injury during 
the surgical removal of a goiter, with result- 
ant paralysis of the abductor muscle of the cor- 
responding vocal cord. 

Various complicated pathological classifica- 
tions of diseases of the thyroid gland have been 
worked out by different observers, from among 
which, I think the following headings are most 
convenient for the practical consideration of the 
clinician : 

(1) Simple goiter which includes the hyper- 

plasias of the gland seen at puberty. 

(2) Colloid goiter 

(3) Adenoma of the thyroid 

(4) Exophthalmic goiter, hyperthyroidism 

(5) Myxeedema, hypothyroidism 

(6) Tumors of the thyroid gland 

(7) Inflammations of the thyroid 


-Sm™pieE GolTEer 


Under the term simple goiter are included 
the hyperplasias of the gland which are very 
frequently seen at puberty or in adolescence. 





These occur more commonly in certain districts 
among which the region of the Great Lakes is 
one of the most important in this country. Asa 
rule, in simple hyperplasia, there is a dif- 
fuse enlargement of the entire gland affecting 
equally all its parts, although in some instances, 
one lateral lobe will be more enlarged than the 
other. ‘In eases of simple goiter, the size of 
the gland increases during menstruation, and 
also during pregnancy. As a rule there are no 
symptoms present in these cases and treatment 
is usually sought because of the disfigurement 
of the neck. The diagnosis of simple goiter is 
easy and its differentiation from other condi- 
tions presents no difficulty. | 


CoLLoiw GOITER 


The only symptoms presented by colloid 
goiter are those due to the resultant compres- 
sion of the surrounding structures. Like the 
simple goiter, a colloid goiter may present a 
uniform enlargement of the entire gland or one 
lobe may be much more enlarged than 
the other. The muscles covering the growth 
may become stretched and if the goiter 
is of great size, the superficial muscles may not 
be sufficient to support it so that it may des- 
cend from its own weight and become almost 
pendulous. The larynx and trachea may 
become compressed, the character of the result- 
ant deformity of these structures depending 
upon the relative enlargement of the different 
portions of the gland. Thus, if the isthmus 
is enlarged, there will result an antero-poster- 
ior compression. If one lateral lobe is partic- 
ularly enlarged, the trachea may be compressed 


and displaced to one side; or if both lateral 


lobes are greatly enlarged, the trachea may be 
flattened from side to side. If the enlarge- 
ment in the two lobes is at different levels. th- 
trachea may assume an S shape. As a result 
of this tracheal compression, the patient may 
have great difficulty in breathing with a result- 
ant inspiratory stridor. The patient may have 
a persistent, irritating cough, which differs 
from the cough which results from compression 
of the recurrent laryngeal nerve, the latter oc- 
curring in paroxysms and being of a curious re- 
sounding character without any definite expec- 
toration. If the eosophagus is compressed there 
will be difficulty in deglutition, especially when 
the patient attempts to swallow solids. The 
blood vessels may be very much displaced, par- 
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ticularly the common carotid which is displaced 
outwards. As the goiter enlarges, it may des- 
cend into the superior mediastinum and give 
rise to trouble there as the result of compres- 
sion of the mediastinal contents. 


INTRATHORACIC GOITER 


Sometimes an enlargement of the lower por- 
tion of either lateral lobe or the isthmus, may 
descend within the thoracic cavity and form 
the complication called intrathoracic goiter. 
Sometimes such a goiter develops from an ae 
cessory gland in the superior mediastinum. The 
superior mediastinum is bounded in front by 
the manubrium sterni and the upper three ribs, 
posteriorly by the upper three dorsal vertebrae, 
in front of which lie the trachea and the eoso- 
phagus, and below by the arch of the aorta. 
Goiters which arise from the isthmus and lie 
in the median portion of the mediastinum com- 
press the trachea and the eosophagus, and may 
also displace the aorta downwards. In cases 
of enlargement of the lateral lobe of the thy- 
roid, the trachea may be displaced and com- 
pressed from side to side, and if there is a 
double intrathoracic goiter involving both lobes, 
the trachea may be twisted on itself, as well 
as compressed, thus resembling the deformity 
seen in scoliosis of the spine. There is always 
‘a great deal of interference with the venous 
trunks, in some instances even to the extent of 
causing almost complete occlusion of the super- 
ior vena casa as is illustrated by the following 
case : | 

The patient, a male, 62 years of age, was 
seen first on March 7th, 1921. He had always 
been well until ten years ago when his face be- 
gan to swell, his lips and face became cyanosed, 
and the veins over his body, particularly over 
the chest and neck were very much distended. 
He had never been very short of breath, and 
never had any choking spells. He had noticed 
for at least ten years or more that he had a 
goiter, but had never been troubled with palp- 
itation of the heart, and had only occasionally 
noticed a shaking of the hands. 

Examination showed a well marked cyanosis 
of the face and hands, particularly of the lips. 
The eyes showed a moderate exophthalmos, with 
some slight lagging of the upper lid on looking 
downward and increased width of the palpebral 
fissure. There was no ocular palsy. There was 
an enlargement of the thyroid gland, partic- 
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ularly of the right lobe which contained a hard, 
firm adenomatous nodule about the size of a 
hen’s egg. There was also a similar nodule in 
the isthmus about the size of a hickory nut. 
The jugular veins were very much distended, 
and there was extreme distension of the veins 
over the chest and antero-lateral portions of 
the abdomen as shown by the accompanying 
picture. (Fig. I) 





Fic. I,—Venous Thrombosis from Obstruction due to 
Intrathoracie Goiter. 


The examination of the chest showed dimin- 
ished expansion of the base of the right lung. 
There was increased tactile fremitus at the apex 
of the right lung in front and behind, while 
at the base of the right lung from the angle 
of the scapula downwards the tactile fremitus 
was absent. The tactile fremitus over the left 
lung was normal. There was more or less im- 
pairment of resonance all over the right side 
of the chest with dulness over the base of the 
right lung from the level of the angle of the 
scapula downwards. There was also extensive 
impairment of resonance in the first, second and 
third interspaces below the clavicle. Over this 
latter area, the breath sounds were bronchial 
in character, and a few coarse rales could be 
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heard. Over the base of the right lung poster- 
iorly, there was almost complete absence of 
breath sounds. 

The heart was enlarged in both diameters, 
with a systolic murmur at the apex. The pulse 
was somewhat irregular, arhythmic, rate 100: 
blood pressure, systolic 126, diastolic 76. The 
liver edge could be easily felt and there was 
cedema of the lower extremities. The Wasser- 
mann reaction was negative. The urine showed 
a trace of albumin, and some granular casts. 
The blood count showed R.B.C. 4,290,000, W.B.C. 
6,400, and Hg 80 per cent. The differential 
count showed polymorphonuclear neutrophils 
60 per cent., small lymphocytes 32 per cent., 
large lymphocytes 2.5 per cent., and transition- 
als 5.5 per cent. The blood chemistry showed 
blood urea 29 mgm. per 100cc, blood sugar 112 
mgm. per 100 ee, and blood chlorides 580 mgm. 
per 100 ee. 

Fluoroscopiec examination of the chest reveal- 
ed a homogeneous shadow occupying the entire 
upper lobe of the right lung. The aortie arch 
was prominent. The trachea was not displaced. 
The mass was definitely connected with the 
mediastinum and pulsated, but not with the 
expansile pulsations characteristic of aneurysm. 
On deep respiration and deglutition, the shadow 
did not separate from the aortic shadow. 

The oblique view was of no aid in determin- 
ing the character of the mass. The entire lower 
lobe of the lung was consolidated, having an ir- 
regular upper border with a dense base, the 
picture indicating fluid in the base with an in- 
flammatory process above. The middle lobe of. 
the lung was free from involvement. The heart 
was apparently normal in shape and position 
but somewhat increased in size. From the 
fluoroscopic findings, the diagnosis was prob- 
able aneurysm. Plates of the chest were made 
which confirmed the fluoroscopic findings with 
the exception that a rather indistinct regular 
shadow could be seen within the homogeneous 
mass. This was interpreted as a probable sac- 
cular aneurysm with luetie involvement of the 
rest of the lung. 

In addition to this, the diagnosis included ad- 
enoma of the thyroid, chronic myocarditis with 
beginning decompensation, and hydrothorax 
with infiltration at the base of the right lung. 

The patient was advised to rest, and 15 min- 
ims of tincture of digitalis and 5 grains of sodium 
iodide three times a day were prescribed. We 











expected him to return in two weeks for further 
observation, but he did not return until Sep- 
tember 12th, 1921. He had been taking the 
iodide regularly, and had lost forty pounds in 
weight; the edema of the extremities had dis- 
appeared, and his cyanosis was somewhat de- 
creased. His pulse rate, however, had increas- 
ed to 120. He showed a marked tremor of the 
hands, his skin was very moist, and he had been 
troubled with diarrhoea. 

Examination of the chest showed that there 
was some diminution in the area of dulness 
below the clavicle on the right side. The signs 
of fluid at the base of the right lung had dis- 
appeared. X-ray examination of the chest at 
this time, plates giving anterior, posterior and 
oblique views being taken, showed quite a con- 
trast to the picture taken at the first examin- 
ation. All the inflammatory involvement of the 
upper lobe had disappeared, excepting for a 
dense, thickened pleura between the upper and 
the middle lobes extending to the periphery 
of the lung. The shadow which was seen within 
the mass at the first examination, in these plates 
appears distinct and clear, and in the oblique 
view is seen to be continuous with a goiter 
shadow in the neck, and separated from the 
aorta. (Figs. II and ITI) 





Fic. II,—Radiograph of Patient Shown in Figure I, 
Showing Well-defined Outline of Intrathoracic 
Goiter. ~ 
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There is very little doubt that the develop- 
ment of the symptoms of hyperthyroidism was 
due to the long continued administration of 
sodium iodide because in the past month, since 
the iodide was discontinued, the patient has be- 
gun to gain in weight, the tremor of the hands 
is less, and he is not so conscious of the palpita- 
tion of the heart. 





Fic. I1I,—Radiograph of Patient Shown in Figure lI, 
Oblique View. 


To sum up this case, there seems to be 
very little doubt but that the patient has a large 
intrathoracic goiter extending downwards from 
the right lateral lobe and that the enlargement 
of the veins of the trunk and neck which came 
on about ten years ago was due to the resultant 
compression and thrombosis of the superior 
vena cava. * 

The outstanding subjective symptoms of in- 
trathoracic goiter are therefore, as one would 
expect, the mechanical result of the position and 
degree of enlargement in the individual case. 

Dyspnoea, which is usually continuous and as- 
sociated with an inspiratory stridor is present 
in most cases. Insomeinstances, there may be chok- 


*The patient died shortly after the last visit. At 
autopsy an intrathoracic goiter, the size of an orange, 
was found extending from the lower pole of the right 
lateral lobe. The right innominate vein was completely 
obliterated by fibrosis resulting from the organization 
of a thrombus. 
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ing spells which are very serious. These are 
more likely to occur when the intrathoracic 
goiter is not very large and is situated in the 
median line so that it may slip in and out of 
the superior strait of the mediastinum. 

Coughing is another troublesome symptom. 
This is due either to the irritation of the trachea 
resulting from compression, or in some instances 
to irritation of the recurrent laryngeal nerve. 
Hoarseness from the same causes is also present. 
Sometimes these patients complain of wheezing 
which is also due to compression of the wind. 
pipe. Dysphagia, especially difficulty in swal- 
lowing solid food, is not an infrequent symptom. 

Cardiac disturbance is sometimes present in 
eases of intrathoracic goiter as the result of 
compression and resultant irritation of the 
sympathetic and vagus nerves. This may mani- 
fest itself in tachycardia, bradycardia, and var- 
ious cardiac arhythmias. Sometimes there may 
be attacks of paroxysmal tachycardia: 

On physical examination, one of the most 
striking features of intrathoracic goiter is 
the distention of the veins in the upper part of 
the thorax. These veins may be quite large, and 
extend outwards over the shoulders, as shown 
in the case described above. Their enlarge- 
ment is more marked on one side than on the 
other, depending upon whether the goiter arises 
from the right or left lateral lobe. On palpa- 
tion, when the patient swallows, sometimes the 
upper part of the intrathoracic goiter can be 
felt to ascend into the superior strait. Dis- 
placement of the trachea to the right or left 
may also be noted. On percussion, retrosternal 
dulness can often be made out or dulness on 
either side of the sternal border. 

Fluoroscopic examination is of great assis- 
tance in the diagnosis of intrathoracic goiter. 
The tumor shows a convexity laterally, and if 
the goiter is nodular the surface may be un- 
even. The tumor may pulsate because of its 
close proximity to the aorta. For this reason, 
it may often be difficult to differentiate between 
an intrathoracic goiter and aneurysm. Under 
the fluoroscope however, it will be seen that ex- 
cepting in malignant cases the intrathoracic 
goiter changes its position during inspiration 
and expiration, and also during the act of swal- 
lowing so that an angle is formed between the 
tumor and the ascending aorta whereas the 
shadow of an aneurysm remains continuous with 
the aorta. 
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ADENOMA OF THE THYROID 


Adenomata of the thyroid are manifested by 
an enlargement of the gland that is nodular in 
character. They may be single or multiple, and 
vary greatly in size. They can be readily dif- 
ferentiated on palpation by the fact that us- 
ually they are harder in consistency than the 
other portions of the gland. In some instances 
however, they: become cystic, and then are quite 
soft in consistency. Occasionally calcification 
occurs. Adenomata of the thyroid are much 
more likely to cause asymmetrical enlargements 
of the thyroid than any other condition. Some- 
times hemorrhage may occur in them as the 
result of severe exertion. One such case I saw 
five years ago in a boy 16 years of age, who, 
while wrestling with some other boys at the 
place where he was employed, developed a sud- 
den acute swelling of the neck which caused 
considerable difficulty in breathing because of 
its compression of the trachea. This however 
subsided in the course of ten days, and most 
of the swelling entirely disappeared. 

In the majority of cases, the general symp- 
toms of adenomata of the thyroid differ in no 
way from the symptoms of colloid goiter. In 
other words, as a rule the only symptoms are 
those resulting from the compression of the sur- 
rounding structures. This is not always true, 
however, because sometimes hyperthyroidism 
may develop in cases with adenomata. One in- 
teresting feature of the cases of adenomata with 
hyperthyroidism is that the toxic symptoms as a 
rule do not develop until after the adenomata 
have been present for a number of years and they 
are more likely to be accompanied by cardiac 
disturbances in the form of arhythmia and myo- 
cardial changes than: the ordinary case of hyper- 
thyroidism. This characteristic probably is the 
result of the long-continued toxemia. 


EXOPHTHALMIC GOITER OR HYPERTHYROIDISM 


Other names applied to this condition are 
toxie goiter, thyrotoxicosis, Basedow’s disease, 
Parry’s disease, Graves’ disease. Sir William 
Osler has stated that if the name of any one 
physician is applied to the disease, the credit 
should go to Parry. 

The cardinal symptoms of exophthalmic 
goiter are: (1) the presence of an enlarged thy- 
roid or struma; (2) exophthalmos; (3) tre- 
(4) tachycardia. 


mor ; 











Changes in the thyroid gland: The thyroid 
may show a symmetrical enlargement, although 
in some cases, there may not be very much in- 
crease in the size of the gland. However, phys- 
ical examination of the thyroid does not always 
give us a true estimate of the size of the gland, 
as at operation, some of the cases in which the 
gland appears quite small, will show quite 
marked enlargement. Sometimes the gland is 
firm and presents a granular feeling to the 
palpating hand on account of the irregularity 
due to hyperplasia; at other times, it feels soft, 
almost cystic. The superior thyroid artery can 
often be felt to pulsate much more vigorously 
than in the normal gland. In fact, the whole 
gland may show an expansile pulsation almost 
like that of an aneurysm. Frequently, as a re- 
sult of the increased vascularity, a systolic mur- 
mur ean be heard. Occasionally also, a thrill 
ean be felt on palpation. 

Eye signs: The eye signs present some of the 
most characteristic features of this disease. 
There is a noticeable staring expression and 
exophthalmos, usually bilateral but occasionally 
unilateral, is present in a large proportion of 
the cases. The degree of exophthalmos varies 
a great deal, sometimes being so extreme that 
the eye ball is displaced from the socket. Ries- 
man has described one rare instance in which 
a murmur was plainly audible over the ball of 
the eye. There is a lagging of the upper lid on 
looking downwards (Von Graefe’s sign). The 
slit between the two eyelids is widened so that 
even the sclera will show between the lid and 
the iris (Dalrymple’s sign). There is infre- 
quent winking (Stellwag’s sign), and the power 
of convergence is often decreased (Moebius’ 
sign). There may be epiphora or the tears may 
be diminished. In occasional cases, paresis of 
some of the external ocular muscles has been 
described. Sometimes, too, there is quite a 
marked pigmentation of the eyelids. 

Vascular symptoms: Tachycardia is such a 
common symptom that the presence of Graves’ 
disease should be suspected in any case in which 
thereisa persistently rapid pulse. The rate may 
vary from 90-100 in the milder cases to 160-180 
in the more severe cases. The volume of the 
pulse is large, and there is a marked throbbing 
of all the accessible arteries. The patient also 
complains of a subjective sensation of throbbing. 
This is particularly marked when he puts his 
head on the pillow at night. Various forms of 
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carciac arhythmias are present and in the late 
stages of exophthalmic goiter, there may be well 
defined signs of myocardial degeneration and 
cardiac decompensation. The heart may show 
some enlargement, and a systolic murmur may 
be heard over the precordium. The blood pres- 
sure may show very little change except that 
the systolic pressure may be slightly increased, 
and the diastolic may be lower than normal. 
In other words, the pulse pressure is increased. 

Blood changes: The most characteristic 
change in the blood picture in hyperthyroidism 
is the presence of a moderate degree of 
lymphocytosis. 

Vasomotor and trophic symptoms: One com- 
mon subjective symptom is the sensation of 
warmth and there is a tendency to flushing of 
the skin. The skin as a rule is very moist and 
has a soft feeling. There is very free perspira- 
tion of the extremities, and from the arm pits. 
Dermatographia is nearly always present and 
the pilomotor reflex is increased. Very often 
there is pigmentation of the skin. This may 
occur on various parts of the body but is most 
marked on the face. Occasionally, well defined 
areas of vitiligo or leucoderma are seen on the 
neck or other parts of the body or extremities. 
The hair is scanty on the body, and the hair on 
the scalp has a tendency to fall out. Very of- 
ten, the nails show signs of degeneration. Prur- 
itus may be a persistent and unpleasant symp- 
tom. 

Resyiratory symptoms: The respirations are 
increased in rate and are superficial and irreg- 
ular. The excursion of the chest shows a di- 
minished amplitude. The patient complains of 
shortness of breath and at frequent intervals 
will take a very deep inspiration to overcome 
the feeling of air hunger. The voice is often 
hoarse, and the patient is often troubled with 
a cough. These last two symptoms may be due 
either to a compression of the trachea or to 
interference with the recurrent laryngeal nerve. 

Digestive disturbances: In the early stages, 
the appetite, as a rule, is increased. In fact, 
the excessive appetite presents a strong con- 
trast to the great loss in weight. In the later 


stages however, there may be persistent nausea, 
vomiting, and belching of gas. Very frequently 
too, diarrhoea is a troublesome symptom. 

' Urinary and genital symptoms: Frequency of 
urination, and the passage of large quantities 
of urine are not uncommon symptoms. 


There is 
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a diminished tolerance to carbohydrates so that 
often sugar will appear in the urine. Some- 
times there is a sexual hyperexcitability but 
usually there is a diminution both of libido and 
of potentia. 


Metabolic disturbances: In a severe case, the 
patient loses weight very fast. This is due to 
the rapid oxidation of the tissues and the burn- 
ing up of his own tissue protein. Therefore, 
the basal metabolism as shown by the ealori- 
meter is greatly increased. Estimation of the 
basal metabolism is therefore a valuable diag- 
nostic measure in cases of hyperthyroidism. 
There is also an increased sensitiveness in these 
patients to the injection of adrenalin. This 
sensitiveness is manifested by increase in the 
rate of the heart beat, by increased blood pres- 
sure, and by hyperexcitability after an injec- 
tion of five to seven minims of adrenalin 
(Goetsch test). Cases of toxie goiter often have 
a slight elevation of temperature. 

Nervous and mental disturbances: Patients 
with exophthalmie goiter are extremely nervous 
and apprehensive. In many instances, they 
seem to be in the state of constant fear. Very 
often they are irritable and given to fits of tem- 
per. They are very restless and as a rule, the 
mental processes are not as keen as when they 
are in normal health. Sometimes they are quite 
forgetful. In severe cases, the mental symptoms 
may take the form of an active delirium. In 
others, there may be great depression amounting 
to melancholia. A fine tremor of the hands 
varying in rate from 7 to 10 per second is a 
striking feature. 

Muscular symptoms: These patients complain 
of great weakness and extreme exhaustion after 
any severe or prolonged effort. Sometimes they 
complain of a sudden giving away of the knees. 
At times too, they have muscular cramps of the 
extremities. 


DIFFERENTIAL DIAGNOSIS OF HYPERTHYROIDISM 


Neurasthenia: In the differential diagnosis of 
eases of hyperthyroic:sm, we must take into con- 
sideration the fact that it is very difficult to 
differentiate some forms of nervous exhaustion 
or simple neurasthenia from the mild cases of 
hyperthyroidism. In a case of neurasthenia 


however, the pulse slows down to normal as soon 
as the patient is put at rest and the basal met- 
abolism is not increased. 
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Neuro-circulatory Asthenia: Another condi- 
tion which has given rise to a great deal of diffi- 
culty in differential diagnosis is the neuro-cir- 
culatory asthenia, (irritable heart), which was 
seen so frequently among soldiers during the 
last war. This condition, which was first des- 
cribed during the Civil War by Da Costa, sim- 
ulates hyperthyroidism very closely. It occurs 
after infections or in individuals who have 
shown evidence of physical inferiority from the 
time of birth. These individuals were delicate 
as babies and very often presented evidence of 
rickets. As they become older they are unable 
to take part in the games with other children, 
and when they reach the age of taking up 
some trade, they always choose some line 
of work which requires very little physical ex- 
ertion. These patients complain of dizziness 
when standing in an upright position; they also 
complain of palpitation of the heart and throb- 
bing of the vessels, they often complain of pain 
in the precordium and of tenderness of the pec- 
toral muscles. They perspire very freely, and 
very often faint when they stand for a long 
time. Many of these cases have digestive dis- 
turbances and a large proportion of them have 
visceroptosis. The cardiac rate, as stated above, 
is very much increased. They have tremor of 
the fingers and cyanosis of the hands, very free 
perspiration, and very marked dermatographia. 

In fact, in many instances, the absence of oc- 
ular symptoms and the absence of goiter are the 
only points of differentiation between neuro- 
circulatory asthenia and hyperthyroidism. Many 
observers think that there is a very close rela- 
tionship between these conditions and I am in- 
clined to believe that this is true. In the ma- 
jority of cases, however, basal metabolism esti- 
mations in these patients have not shown an 
increase in rate. 

Pulmonary tuberculosis: Another condition 
which must be kept in mind in the differential 
diagnosis of hyperthyroidism is  pulmon- 
ary tuberculosis. Many cases of early pul- 
monary tuberculosis do not show any very de- 
finite evidence in the lungs and may complain 
only of exhaustion and an increased pulse rate. 
It is, therefore, always important in making a 
diagnosis of what appears to be a mild case of 
hyperthyroidism to be on the look out for pul- 
monary tuberculosis. 

Paroxysemal tachycardia: Cases of paroxys- 
mal tachycardia, because of their nervousness, 








anxiety and increased pulse rate, may be con- 
fused with hyperthyroidism when seen for the 
first time. A careful history, however, will 
show that, except for some shortness of breath, 
the patient has been in normal health and that 
the onset of tachycardia has been very sudden 
and the return to the normal cardiac rate equally 
sudden. However, one must bear in mind the 
fact that hyperthyroidism is often complicated 
by attacks of paroxysmal tachycardia. 


MyxX0EDEMA 


Myxoedema may be congenital in origin, in 
which case it is due to the absence of the thy- 
roid gland (thyreo-aplasia); or it may occur 
late in life as the result of a deficiency of thy- 
roid secretion or as the result of the removal 
of too much of the gland at operation. 


In cases of congenital myxoedema the child 
fails to develop mentally or physically. The 
head is brachycephalic in type and the fontan- 
elles remain open. The child has a dull, heavy 
appearance, the tissues are very thick and dry, 
the hair is scanty and dry, there is a saccula- 
tion under the eyelids, the face is swollen, the 
nose broad and flat, the lips are thick, and the 
tongue is enlarged, protruding between the lips. 
The voice is husky and coarse. The abdomen 
is protuberant and there is a tendency to um- 
bilical hernia. The child develops very slowly 
mentally so that at the age of ten, he may not 
be any further advanced than a child of two. 
The extremities are short and the hands are 
thick and pudgy. The bones ossify very slowly 
so that the ossification of the bones in a child 
of twelve may not be any farther advanced than 
in a child of five. In the superclavicular regions 
there are large pads of fat. The temperature 
is persistently subnormal. 

This condition must be differentiated from 
Mongolian idiocy. In cases of Mongolian idiocy, 
the tissues are not thickened as much as in 
myxoedema; the tongue is not as much enlarged 
and does not protrude so far between the lips; 
and there is a curious slanting of the eyes down- 
wards and inwards toward the nose which is 
absent in myxoedema. In Mongolian idiocy the 
antero-posterior diameter of the skull is 
very much decreased; the eyes are set 
closely together, the palpebral fissure is 
narrow and there is frequently  epican- 


thus; the hands of the Mongolian idiot are short 
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and thick, and the little finger is so short that 
often it does not reach to the last interphalan- 
geal joint of the ring finger. Congenital heart 
disease is much more common in the Mongolian 
idiot than in cases of myxoedema, Relaxation of 
the ligaments of the joints is a striking feature 
so that the extremities can be put in almost any 
position with ease. But the most important 
feature in the differentiation between congenital 
myxoedema and Mongolian idiocy is the pres- 


ence or absence of the slanting eyes described 


above. 

Achondroplasia is another condition which is 
occasionally mistaken for cases of congenital 
myxoedema. The characteristic feature of this 
disease is the shortness of the arms and legs, as 
compared with the length of the body. In cases 
of achondroplasia, *moreover, the intelligence is 
normal, and the thyroid gland can be easily 
palpated. 

In adult cases of myxoedema, which are found 
more frequently in women than in men in the 
proportion of four to one, the most striking 
symptoms are a feeling of chilliness, a tend- 
ency to drowsiness, increase in weight, dryness 
of the skin, loss of hair, and change in the voice. 
The subcutaneous tissues are very thick and the 
patient’s weight is increased. The facial fea- 
tures are greatly altered. The lines of expres- 
sion of the face are gone, the eyes are full and 
heavy, there is sacculation under the eyes, the 
nostrils are broad and thick, the lips are thick- 
ened, and the voice is husky. Pads of fat are 
present in the supraclavicular region. Although 
there appears to be a swelling of the subcut- 
aneous tissue, it will not pit on pressure. The 


‘temperature is subnormal, and the basal meta- 


bolism rate is from 20 to 40 per cent. below nor- 
mal. There is an increased tolerance to carbo- 
hydrates. The memory is defective; the pa- 
tients are often irritable and suspicious; and 
in some instances they pass into a condition of 
dementia. The thyroid is diminished in size 
and may become completely atrophied. These 
patients show a tendency to arteriosclerosis with 
arterial hypertension and myocardial degen- 
eration. With the dryness of the skin there is 
almost complete absence of perspiration and the 
sensation of touch is impaired. Patients with 
myxedema often complain of rheumatic pains 
in various parts of the body. The hands and 
feet are thick and clumsy, the fingers are en- 
larged and lose their dexterity. To this condi- 
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tion of the hands Gull has aptly applied the 
term ‘‘spade hands.’’ Menstruation is often 
suppressed and there is a diminution in 
the sexual desires of both sexes. The 
blood shows a diminution in the number of 
red corpuscles and a correspondingly greater 
reduction in hemoglobin. The white cells show 
a leucopenia and a hyperlymphocytosis. 

Because of the anemia cases of myxcedema 
have sometimes been diagnosed as pernicious 
anaemia. In the latter condition, however, there 
is no infiltration of the subcutaneous tissue, and 
the blood findings serve to establish the differ- 
entiation. In pernicious anemia, the color in- 
dex is high, the anemia is more marked, the 
presence of nucleated red corpuscles and the 
characteristic changes in size, shape and stain- 
ing properties of the red cells make the diag- 
nosis easy. Moreover, in pernicious anemia, 
pathological changes in the central nervous sys- 
tem, with the characteristic symptoms and phys- 
ical signs, are found in 70 per cent. of the cases. 

The infiltration of the tissues in myxoedema 
has led this condition to be incorrectly diagnos- 
ed as nephritis. In the latter disease the tissues 
pit on pressure, and if there is much oedema fluid 
accumulates in the serious sacs. The urinary find- 
ings together with functional kidney tests will 
render the diagnosis clear. 

Hypopituitarism: Cases of hypopituitarism 
are sometimes incorrectly diagnosed as myxe- 
dema. I have seen two instances of this error 
_in diagnosis within the past six months. In 
hypopituitarism the skin is soft, the body prac- 
tically hairless. In the male the distribution of 
the pubic hair when present resembles that of 
the female, the sexual organs are imperfect- 
ly developed, the configuration of the body 
and the development of the breasts re- 
semble those of the female. The voice is high 
pitched. The fingers are long and tapering. In 
cases of hypopituitarism various grades of en- 
largement of the sella turcica are seen and bi- 
temporal hemianopsia may be present. 


TUMORS OF THE THYROID 


Tumors of the thyroid may be benign or ma- 
lignant, and usually develop in a pre-existing 
goiter. Of the benign tumors, the most common 
are the’ adenomata, which we have described 
above; such growths as fibromata, lipomata and 
echinococeus cysts, being so rare as not to war- 
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rant much consideration. Occasionally adenomata 
may become malignant. The most important 
malignant tumors are the carcinomata. They 
are found much more frequently than the sar- 
comata. Malignant tumors of the thyroid in- 
vade the capsule so that it_becomes adherent to 
the surrounding structures. The trachea and 
the oesophagus may be invaded and compressed. 
The carotid artery may be displaced and the 
carotid sheath may become adherent to the tu- 
mor mass. The walls of the veins are less re- 
sistant than the walls of the arteries to the in- 
vasion of the tumor, so that thrombosis often 
occurs. There may be pressure on the recurrent 
laryngeal, vagus and sympathetic nerves and 
the upper roots of the brachial plexus. Metas- 
tases may occur in any organ. In one case that 
I saw some years ago, at autopsy metastases 
from a carcinoma of the thyroid were found in 
the pituitary gland and in the lungs. 

A malignant tumor of the thyroid should al- 
ways be suspected when a goiter begins to en- 
large quite rapidly and especially if it is pain- 
ful and is adherent to the surrounding skin. 
Sometimes the pain is quite severe and may be 
referred to the shoulder because of pressure 
on the brachial plexus. Interference with 
deglutition and difficulty of breathing are caused 
by the pressure on the esophagus and trachea. 
The voice is hoarse and there may be aphonia. 
The veins of the neck may be greatly congested 
and oedema of the face and cyanosis may be 
present. The skin is reddened, and in rare 
eases may become ulcerated. If the sympathet- 
ic nerve in the neck is compressed, there may 
be a slight exophthalmos, miosis and loss of pu- 
pil reaction. In the late stages of the disease, 
ulceration into the trachea and esophagus with 
resulting hemorrhage may occur. The patient 
shows rapid emaciation and cachexia, and a re- 
mittent fever is not uncommon. Death occurs 
from exhaustion or from pneumonia. 


INFLAMMATION OF THE THYROID GLAND 
(THYROIDITIS OR STRUMITIS) 


An inflammatory condition of the thyroid 
gland may occur during the coursé of an acute 
disease, such as typhoid fever or influenza or it 
may be more chronic in character as the result 
of a tuberculous or syphilitic infection. In the 
acute eases the onset of the disease is sudden 
and is ushered in by chills and fever. There 








is interise pain in the neck and it is referred 
to the occiput, the ear or down the arm. A 
sense of constriction of the neck and difficulty 
in breathing is complained of in the majority 


of cases. Very soon the thyroid is swollen, hot 
and tender. The tenderness and pain in the 
gland is increased by swallowing or by move- 
ments of the head and neck. Sometimes there is 
an accompanying tracheitis with hoarseness and 
cough, and occasionally aphonia. In these cases 
alarming suffocative attacks may occur. If sup- 
puration occurs, the skin over the gland be- 
comes reddened. I saw one such ease a year 
ago in a man forty-five years of age who had 
typhoid fever. He had always had a goiter and 
the right lobe of the thyroid contained a cyst- 
adenoma about the size of a hen’s egg.. During 
the fourth week of the disease, this became pain- 
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and the skin became reddened. On the tenth 
day after the onset of the strumitis an incision 
was made and six ounces of pus. evacuated. 
The inflammation quickly subsided and the pa- 
tient made a good recovery. 

A rare form of thyroiditis, which has been 
termed woody thyroiditis was first described in 
1896 by Riedel. The gland is hard and firm, 
resembling a malignant tumor, and the most 
striking symptoms are pain and dyspnoea. 
Bacteriologically the cause of the condition has 
not been determined. It may cause all the 
symptoms and physical signs from pressure on 
the surrounding structures that have been de- 


scribed under colloid goiter. Though rare, it 
is important to remember that such a condi- 


tion exists because it is not infrequently mis- 


ful and tender, increased considerably in size,taken for malignant tumor. 


SYMPOSIUM ON TUBERCULOSIS* 
PHYSICAL SIGNS 


W. J. Dossiz, M.D. 
Weston 


INTRODUCTION 


HE procedure to be followed in making a 
physical examination is well known to 
every physician. Each physician also develops 
his own technique, and for each, his own, is 
probably the best. The main point to be empha- 
sized in all cases, however is that each step in 
the examination ( whether it be Inspection, 
Palpation, Percussion or Auscultation) should 
be thoroughly practised, because from each, one 
is likely to obtain some contribution that may 
be of value in the final summing up of the ease. 
More failures to detect physical signs that are 
present, are due to lack of thoroughness in mak- 
ing the examination, than are due to lack of 
knowledge of the nature of the signs. This is 
particularly so in examining any case in which 
tuberculosis is suspected. 


PREPARATION OF PATIENT 


The preparation of the patient for the exam- 





*Presented before the Ontario Medical Association, 
1921, by the Laennec Society. 


“Ination of the chest. 


ination deserves special attention. (1) It should 
be almost superfluous to say that the room 
should be suitably warm, well lighted, and as 
quiet as possible, and yet in many instances 
these points are entirely neglected. (2) The 
whole chest should be uncovered, both back and 
front for it cannot be emphasized too strongly 
that this is necessary for any thorough exam- 
(3) The clothes should be 
fastened securely but comfortably about the 
waist, so that the position assumed by the 
patient may be one of complete muscular relaxa- 
tion. Care should be taken also to place the 
patient in such a position as will produce, to as 
great an extent as possible, an unrestrained pose 
of the two sides as regards at least position and 
muscular tension. In examining the back the 


shoulders should be drooped so that the scap- 
ulae may cover as little as may be of the thoracic 
wall. 

It is important also that the examiner should 
be prepared to mark on the chest by abbreviated 
signs; as the examination proceeds, any abnor- 
malities noted—so that it may not be necessary 
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to trust to memory at the conclusion of the 
examination in recording on a chart the abnor- 
mal findings. 


In describing the application of the ordinary 
methods one does not presume to attempt an 
exhaustive dissertation on the signs that each 
may reveal, but merely to mention suggestively 
certain points which are of particular value. 


INSPECTION 


Inspection is a valuable method of examina- 
tion, if it be not done too hurriedly. Inspec- 
tion of course requires a good light. It reveals 
at once the shape of the thorax which is as a 
rule in early cases of tuberculosis without abnor- 
mality. 

There should be included not only an anter- 
ior and posterior view of the chest, but also a 
profile view. A view from above, downward, 
obtained by the examiner standing behind the 
patient, and looking over the shoulders, is fre- 
quently of value. Of the more important signs 
to be sought may be mentioned :- 


(1). Any retraction—such as the flattening 
of an apex, though of course this is not 
necessarily due to disease and in any case 
it is not a sign of early tuberculosis. 

(2). Drooping of a shoulder—often found 
to be present on the affected side. 

(3). Prominence of a clavicle or an exag- 
geration of a supraclavicular fossa. 

(4). Museular atrophy. 

(5). Diminished expansion or lagging. 

Other parts than the thorax should be viewed, 

viz. the pupils for unilateral dilation, the 
cheeks for flushing, the neck for an enlarged 
thyroid, the skin for evidence of loss of vaso- 
motor tone. One notices also, as it were un- 
consciously, the constitution, the nutrition, the 
muscles, the subcutaneous fat, the color, the 
carriage of the body, the expression. 


Inspection should include as well an examina- 
tion of the larynx and the nasal passages, for 
the presence of any obstruction which may 
cause auscultatory changes in the chest, or for 
the presence of tuberculous involvement. 

The triumvirate, teeth, tonsils and turbinates, 
have been found guilty in not a few instances 
of stirring up trouble in the chest, and they 
should, therefore, be thoroughly inspected. The 
inspection of the movements of the two is most 
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important. It may, with advantage, be supple- 
mented by palpation, as by combining touch and 
vision more accurate comparisons are likely to 
be made. 


PALPATION 


Palpation will detect of course enlarged cer- 
vical glands. These may or may not be tuber- 
culous. It is also of value in detecting any lack 
of symmetry in the respiratory movement of 
the two sides. There may be:- (1) Lagging of 
one side—or of a part of one side—and apex 
or a base. (2) Limitation of expansion. (3) 
Interrupted or jerky movement. (4) Muscular 
spasm, described by Pottenger, may be looked 
for but is of doubtful value to the average 
examiner. 


PERCUSSION 


Percussion, which should as a rule be gentle, 
will when skillfully applied usually reveal some 
alteration wherever there is a diagnosable lesion. 
Corresponding points should be compared on 
the two sides of the chest. If any impairment 
is by this method found on one side, then the 
clear side should be percussed from base to apex 
to detect areas of relative impairment, not 
revealed when one side was compared with the 
other. Impairment at any of the so called sites 
of election, the apices of the lower lobes and the 
apices of the upper lobes, leads to investigation 
as to its extent, its depth, and as to whether or 
not impairment is present elsewhere. 


Pereussion should be performed before much 
deep breathing and forced cough is practised. 


TOPOGRAPHICAL PERCUSSION 


The careful mapping out of the apical reson- 
ance area of each lung is often of value. This 
has been called Kronig’s isthmus. 

The lower lung borders, also, at the end of 
inspiration and expiration should be compared, 
as well as the excursion on the two sides. 

It should be kept in mind that between the 
pereussion notes of the two apices there is nor- 
mally a slight difference. One must not forget 
also that changes may be present, due to un- 
equal muscular development, scoliosis, or other 
curvature of the spine; that in early cases, dul- 








ness may be absent or slight, or that the lung 
may be hyperresonant, due to emphysematous 
changes in an apex. 

One should also percuss over the sternum, 
along the borders of the sternum, over the verte- 
brae, and along the vertebrae, to detect the 
presence of bronchial gland enlargement or 
other mediastinal involvement. 


AUSCULTATION 


Auscultation is of course never omitted. In 
fact it is often relied upon when evidence could 
be more accurately obtained by some of the 
other methods. 

Any abnormality found on auscultation must 
be accounted for; either as a normal physiolog- 
ical difference between the two sides, or as an 
evidence of disease. If it is regarded as the 
latter it is important to note (1) whether it is 
heard over a wide area, or (2) is it localized and 
(3) if so where and (4) is it persistently local- 
ized. 

The entire chest should first be ausculated 
superficially, for the purpose of determining the 
normal vesicular murmur, peculiar to the indi- 
vidual. ae 

The patient should breathe orally, and noise- 
lessly, maintaining as far as possible, the nor- 
mal ratio between inspiration and expiration 
(Bray). 

After quiet breathing one should have the 
patient breathe forcibly and _ slightly more 
rapidly. Finally one should have the patient’s 
expiration followed by cough, and then by mod- 


erate inspiration, thus often eliciting rales not 


otherwise heard. It is advisable at this point 
to impress on the patient the necessity of cover- 
ing the nose and mouth during forced expira- 
tion or when coughing. 


' During the examination, the patient should 
if possible breathe thoracically not abdominally. 


The examiner should pay special attention 

(1) To the supra-spinous fossae. 

(2) To the supra-clavicular spaces. 

(3) To the first and second inter-spaces. 

(4) To the apices of the lower lobes. 

(5) To areas in the high parts of the axilla. 

In the study of breath sounds there are so 
many factors which may cause such marked 
variations, that it becomes difficult to distin- 
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guish physiological from pathological condi- 
tions. Thus the character of the apical murmur, 
may be altered, by the force and time interval 
of the respiratory act; broncho-vesicular breath- 
ing may be produced, or prolonged expiration 
accentuated, at right apex, by deviation of the 
trachea, by the pressure of an enlarger thyroid, 
by scoliosis with convexity to right in the upper 
dorsal region, or by improper nasal or oral 
breathing. 

Therefore, while changes in relative length 
and intensity of inspiration and expiration, may 
be of value, they are often misleading, and 
except in an early acute case are not as import- 
ant as is the presence of rales especially if heard 
in showers, localized and persistent. 


Rales, extending continuously or even broken- 
ly, from the apex downward, are very significant 
of tuberculosis (Heise). If heard on quiet 
respiration the disease is no longer incipient. 

The rales of tuberculosis must not be confused 
with inconstant apical rales, occasionally heard 
at the end of inspiration, with sterno-clavicular 
erackle (diagnosed by having patient hold 
breath and rotate shoulder) or with sternal and 
muscular sounds, or with crackles heard along 
the basal margins. 


The examiner should remember that other 
non-tuberculous conditions, such as — catarrh 
following influenza, bronchiectasis, pulmonary 
oedema in mitral stenosis, or arterial hyper- 
tension, may also give rise to rales. 


SINGLE PHASE AUSCULTATION 


_In listening to the breath sounds what is 
known as single phase auscultation is an excel- - 
lent method. In this inspiration and expiration 
are separately compared on the two sides of the 
chest. 

The degree of importance of each of the usual 
methods of examination is clearly demonstrable 
by an analysis of the requirements under 
‘*Physical Signs’’ as laid down by the National 
Tuberculosis Association of the United States in 
classifying cases of tuberculosis as ‘‘Incipient’’ 
or ‘‘Moderately advanced.’’ 


Incipient (or Minimal) eases are described 
as having ‘‘Slight Infiltration limited to the 
apex of one or both lungs or a small part of 
one lobe’’ and these terms have been defined as 
follows :- 
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SLigHt INFILTRATION 
PHYSICAL SIGNS OF DETECTED BY 
(1) Slight prominence of the clavicle Inspection 
(2) Lessened movement of the chest Inspection 
(3) Lessened Movement of the base Inspection 
(4) Narrowing of apical resonance Percussion 
(5) Slight or no change in resonance Percussion 
(6) Distant or loud or harsh breathing Auscultation 
(7) With or without some change in Auscultation 
rhythm (prolonged expiration) 
(8) Vocal resonance possibly slightly Auscultation 
increased 
(9) Fine or moderately coarse rales Auscultation 


present or absent 


Apex—that portion of the lung situated above 
the clavicle and the 3rd. vertebral spine. 

A small portion of one lobe—an area of one 
or two intercostal spaces of an area of 60 to 80 
sq. em. in extent according to the size of the 
patient. 


MopERATELY ADVANCED 


‘‘Loealized consolidation, moderate in extent 
with little or no evidence of cavity formation; 
or infiltration more extensive than under min- 
imal’’ and these terms have been defined as 


MopERATE EXTENT OF LOCALIZED CONSOLIDATION 


DETECTED BY 


(1) An area of % lobe or less but may Percussion 
involve both apices 

(2) Marked dulness Percussion 

(3) Bronchial or decidedly bronco-vesi- Auscultation 


cular breathing 
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Auscultation 


(4) Markedly increased vocal resonance i 
Auscultation 


(5) Rales usually present 

In conclusion it should be said (1) that when 
one does not discover physical signs it is wise, 
when the history and constitutional signs are 
suspicious, not to conclude that there is no lesion 
present, but merely that one has failed to locate 
it. (2) It may be possible to determine defi- 
nitely the presence or absence of clinical tuber- 
culosis from a single physical examination. (3) 
The importance of physical examination in 
diagnosis of pulmonary tuberculosis has been 
over emphasized (Brown). (4) Symptoms are 
a better and more accurate guide to activity, than 
physical signs. (5) The disease is practically 
always more extensive than indicated by phys- 
ical signs. (6) Apical conditions should be 
considered tuberculous until proven not to be; 
basal conditions, as non-tuberculous, until prov- 
en to be tuberculous. 

Above all one should not rely on physical 
signs alone for diagnosis of tuberculosis. All 
the information to be had by the use of all the 
different methods is required. If an error of 
this kind is made it will be true as Pottenger 
has well said (1.427) ‘‘The physician who is not 
expert in examining chests must not make his 
diagnosis depend upon auscultation or upon 
any other single method of examination. If he 
does he will diagnose only late tuberculosis.’’ 





Quantitative Bacteriology of Tonsils— 
An attempt was made by H. D. Caytor and 
GrorGcE F. Dicx, Chicago, to investigate the 
significance of the actual number of bacteria 
present in the interior of the tonsillar tissue as an 
index to the degree of pathologic change in the 
tonsil, and to determine whether or not tonsils 
with large numbers of bacteria per unit weight 
were more commonly associated with disease in 
other parts of the body than were those containing 
comparatively few bacteria. The tonsils from 
patients who complained of recurring sore throat, 
or who had at the time of operation enlarged 
cervical glands, contained from two to twenty 
times as many bacteria per gram as did the 
tonsils from patients who did not complain of sore 
throat or have enlarged cervical glands. There 
is no apparent relation between the number of 


bacteria per gram of tonsil issue and the types of 
organisms found predominating on the plates. 
Nor is there any apparent relation between the 
types of bacteria and the clinical condition of the 
patients or pathologic condition of the tonsils. The 
tonsils which showed the highest bacterial content 
per unit weight were the relatively small tonsils in 
which chronic fibrous inflammatory changes had 
occurred. It was this type of tonsil which was 
associated with disease in other parts of the 
body. Large, spongy tonsils, rich in lymphoid 
tissue, usually contained a smaller number of 
bacteria per gram, and were less frequently 
accompanied by disease elsewhere than in the 
throat and cervical lymph glands. The results of 
this work indicate that tonsils should not be 
regarded as harmless because they are small. 
—Jour. A. M. A., Feb. 25, 1922. 
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Case Reports 


NOTES ON TWO CASES OF 
RHEUMATOID ARTHRITIS 


A. MAcKENZzIE ForsBes, M.D., MonTREAL 


Orthopedic Surgeon, Montreal General Hospital 


Case 1—Mrs. M. L.—M. G. H.—No. 5659— 
1921,—aged 56 years, was admitted into the 
hospital on account of attacks of sciatica recurr- 
ing at intervals since the age of twenty. For 
the past five years she has suffered from inter- 
mittent swelling of various joints. It was stated 
that these swellings have appeared only to disap- 
pear and appear again in some other joint. For 
the past four years she has had but little move- 
ment in her thighs; she has been unable to flex 
them, and in mounting a stair she has had to go 
up backwards. One week ago she found that she 
was unable to assume the sitting posture: since 
that time she has remained in bed. 

Examination shows the patient to be a fairly 
well nourished woman although she complains 
she has lost considerably in weight during the 
past few years. Her temperature is normal and 
her pulse 92. She can move quite comfortably 
in bed, although the thighs and knees remain in a 
position of flexion. 

The left hip is held in a position of 35° flexion 
with no eversion but a definite adduction. The 
right hip is held in a position of 45° flexion with 
no eversion, but some adduction. There is fixa- 


tion of both hips, but no ankylosis: this fixation — 


is greater on the left side than on the right. The 
adduction of the hips is so great that the knees 
cannot be separated for more than 4% inches. 
The measurement of the right thigh is 163 
inches; of the left 16; inches. When the patient 
stands it is noticed that her spine assumes a posi- 
tion of marked lumbar lordosis which compen- 
sates for the flexion of the hips, otherwise the 
spine is quite normal. There is pseudo crepitus 
in both shoulders and both knees. The glands 
in the right groin are not palpable, but those in 
the left are palpable. A diagnosis of rheuma- 
toid arthritis was made, and a search for a pri- 
mary focus was carried out. A thorough dental 
examination was first made, and no focus of in- 
fection was found in the gums. She had been 





wearing artificial teeth for the past two years. 
After a careful medical examination Dr. Gordon 
reported that the patient was suffering from a 
moderate degree of anaemia: but that no loca 
source of infection could be found. The gynae- 
cologist also reported that apart from a slight 
vaginal discharge, a senile vaginitis, there was no 
evidence of any focus of disease. 

At the laryngological department it was re- 
ported that both tonsils were submerged and 
cryptic with definite areas of injection over the 
anterior pillars: but the left tonsil was probably 
a definite infecting focus. The nose, ears and 
naso-pharynx showed no evidence of disease. 

An X-ray examination revealed marked rough- 
ening of the acetabular margins. Below and in- 
ternal to the neck of the femur fairly large, dense 
shadows were noted which suggested calcarious 
deposits. 

The tonsils were, therefore, promptly excised. 
Cultures made from them showed streptococci 
in pure culture. When the patient had recovered 
from this operation a course of dry heat applica- 
tions was made to the hips, followed by massage 
and manipulations; a restricted diet was ordered, 
and a mild course of magnesium sulphate and 
iodine was commenced. In six weeks’ time the 
patient was greatly improved and discharged to 
her home where she could continue treatment. 

Case 2.—Miss A. A.—No. 5835—1921, M. G. 
H.,—age 38 years, was admitted into the ser- 
vice of Dr. Lafleur on December 17th, 1921, 
complaining of pain across the back and occasion- 
al aches in both knees and hip joints. She was 
referred to this department three days later. 

Examination revealed the right hip held in 
45° flexion and in adduction. There was no 
eversion. There was also flexion and adduction 
of the left hip. Measurements of the right thigh 
and the left thigh were equal. The glands in 
both groins were hardly palpable. The spine 
showed restriction of lateroversion to the left 
and markedly restricted extension. There was 
pseudo-crepitus in both shoulders and knees. 

A diagnosis of hypertrophic rheumatoid disease 
was made and the elimination of all foci of in- 
fection was recommended, a special note being 
made that no attempt to relieve deformities 
should be made until the disease was quiescent. 
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As in the first case the patient was referred to 
the medical, the dental, the laryngological and 
the gynaecological departments for examination. 
From all of them a negative report was received 
as to the presence of any foci of infection discover- 
able. Following out the suggestion of Dr. 
Pemberton some years ago that in many of these 
cases a decreased sugar tclerance appeared to be 
the cause of the arthritic symptoms, a biochemical 
examination was made, and the report was receiv- 
ed that there was definite evidence of diminished 
sugar tolerance. Because cf this decreased sugar 
tolerance and because no other source of infection 
had been found the patient was placed on a die- 
tary with almost complete restriction of the in- 
take of sugar and carbohydrates. An improve- 
ment in her symptoms took place, but, unfortu- 
nately the dietary had soon to be discontinued 
and the amount of proteid she was taking de- 
creased, on account of the appearance of albumen 
and casts both granular and hyaline in her urine. 
The return to a more normal diet was followed 
by the disappearance of albumen and casts in 
the urinary findings. 


ULCERATIVE COLITIS DUE TO 
BACILLUS DYSENTERIAE, 
SIMULATING PERNICIOUS 

ANZMIA 


No. 697.—1921—Mrs. M.,—age 40:—was ad- 
mitted to the Montreal General Hospital com- 
plaining of diarrhoea, shortness of breath, ner- 
vousness and weakness. 

Past History. She was born in Canada and 
has always lived here except for six years’ resi- 
dence in the New England States. She had 
rheumatic fever at the age of 7, and at 19 a large 
cystic ovarian tumour was removed. 

Present Illness. In February 1917 she was 
treated in this hospital for secondary anaemia. 
Her symptoms dated back to 1912, but she gave 
no history of haemorrhages. During the two 
months that she remained in hospital, epistaxis 
and menorrhagia were noted. She had no diar- 
rhoea. At that time no focus of infection could 
be established, although both the appendix and 
the nasopharynx were under suspicion. Three 
examinations of the stools showed on no occasion 
the presence of blood or of parasitic ova. The 
blood examination showed the following :—R.B.C. 
3,000,000: W.B.C. 7,600: Haemoglobin 21%. 
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The secondary type of anaemia was shown by 
smears. Following a convalescence of three 
months she remained in moderately good health 
until September 1918 when a severe haemorrhage, 
subsequent to an abortion, precipitated symp- 
toms of marked anaemia. She remained in bed 
for two months at this time. In December 1918 
she had a severe attack of diarrhoea which she 
attributed to the drinking of contaminated water. 
A local epidemic was prevalent. Since then, 
diarrhoea has been her most obstinate symptom, 
responding poorly to treatment. She returned 
to this hospital in March 1919. She had lost 
considerable weight. Her temperature varied 
from 98° to 100.8°. The spleen was enlarged. 
There was marked abdominal pain and diarrhoea 
and severe oedema of the feet and ankles. The 
blood showed :—R.B.C. 2,510,000; W.B.C. 6,400. 
Haemoglobin 10% (Daré).. The smears were of | 
the secondary type. From that time she re- 
ceived treatment in various places and different 
diagnoses were made in each place. She re- 
turned to us on December 4th, 1920. 

Examination.. Profoundly anaemic and of 
waxy complexion. Hair prematurely white. 
Some carious teeth and roots. The heart is not 
enlarged and a soft systolic murr veard at 
the apex and over the area of ime pu. nary 
valve. The liver and spleen are both eniurged. 
A small sausage-shaped mass, transversely placed, 
was palpable to the left of the umbilicus. There 
was oedema of both legs; the left leg especially 
was extremely oedematous and _ presented 
numerous varices. oo 

Diary and Special Findings. Occult blood and 
pus were repeatedly found in the stools. Oc- 
casionally the blood was visible. Urinalysis was 
negative. Blood findings:—R.B.C. 1,100,000. W. 
B.C. 4,600. Haemoglobin 10% (Daré). Dif- 
ferential—Polymorphs 45%, Large Mononuclears 
6%, Small Mononuclears 16%, Transitional 34%, 
Kosinophiles 2%. Poikilocytosis, anisocytosis, 
normoblasts. The blood Wassermann re-action 
was negative:. X-Rays following barium enema 
and barium meal gave no positive information. 
There was a persistent low grade fever. 

Repeated blood transfusions were given at 
intervals of seven to fourteen days. Each was 
followed by very noticeable improvement in the 
blood picture and of the patient generally. 

On January 5th, 1921 a proctoscope was passed. 
The mucous membrane of the rectum and sig- 
moid was covered with mucous and there was dif- 
fuse ulceration. The ulcers bled very easily 








Some of the material was sent to the laboratory © 


A culture of B. Coli was iso- 


lated. No tumour tissue was found. 

On January 15th, Flexner’s type of B. Dysen- 
teriae was isolated from the stools. Accordingly, 
after a month’s trial by treatment with emetine 
hydrochloride and anti-dysenteric serum, an 
ileostomy was performed, bringing a loop of 
ileum, 12.5 c.m. proximal to the caecum, out 
through the abdominal wall and completely di- 
viding it, thus giving absolute rest to the colon. 
At this operation the appendix was removed. It 
proved to be the seat of chronic inflammation. 

The postoperative treatment consisted of 
daily colonic irrigations of normal salt solution 
and silver nitrate .1-10,000. for a period of four 
weeks. Following this, three fluid ounces of 
liquid paraffin were instilled into the colon daily, 
and once a week the colon was washed out with 
salt solution. All irrigations were introduced 
through the distal limb of the ileostomy loop. 
The pus gradually diminished in the washings. 
She gained weight and strength, and her colour 
progressively improved. 

By May 3rd the proctoscope showed a material 
decrease in the amount of mucus. The mucous 
membrane was very much less congested, and 
the ulcers were neither so deep nor so numerous. 
On September Ist only one small ulcer was vi- 
sible: the rest of the mucous membrane was 
healthy. 

The ileostomy was closed in two stages, the 
final repair being done on September 29th, 1921. 
Since then she ‘has been free from diarrhoea and 
has been gaining weight steadily. On October 
13th the blood findings were:—R.B.C. 4,150,000: 
W.B.C. 6,600: Haemoglobin 45-50%. No poiki- 
locytosis or normoblasts. 
and variation in staining qualities. 

Discussion. This case presented a difficult 
problem in diagnosis. It was by no means easy 
to differentiate the type of anaemia that was 
present. In many ways the clinical manifesta- 
tions resembled pernicious. anaemia. The per- 
sistence of a moderate temperature was a strong 
point in favour of this condition. On the other 
hand, the loss of weight, the lack of characteristic 
apathy and “lemon tint,” and more especially 
the blood picture were not in accord with this 
type of anaemia. The possibility of an intra- 
abdominal neoplasm was suggested by the loss 
of weight, the persistent diarrhoea and the pre- 
sence of blood in the stools. The cramp-like 
abdominal pains and an imperfectly palpable 


for examination. 
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Slight anisocytosis — 
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peristalsis increased this possibility. Against 
this, were the X-Ray findings. 

It was not until the results of the proctoscopic 
examination were known that importance was 
placed on the history concerning the local epi- 
demic of diarrhoea. The stools were then care- 
fully examined for amoebae. None were found. 
A second specimen was examined and Flexner’s 
type of B. dysenteriae was isolated. 

The notable features in this case were :— 

(1) The difficulty of diagnosis due, in part, 
to the antecedent anaemia. 

(2) The advantage of team work in a general 
hospital which can often accomplish a diagnosis 
in such obscure cases. The case reported illus- 
trates the result of co-operation in four different 
departments. 


Note.—Report from patient April 6. Has 
been doing her own housework throughout the 
winter and enjoys good health except for slight 
oedema of ankles and some pallor. 


H. M. Youne M.D., Asst. Supt. 


From Services of Drs. A. H. Gordon, C. K. P. 
Henry and A. T. Bazin. 


INTERMITTENT HYDRONEPHROSIS 
DUE TO KINKING OF THE RIGHT 
URETER BY AN ACCESSORY 
RENAL ARTERY 


Hospital No. 146.—1922.—This patient, a male 
33 years of age, was admitted to the Montreal 
General Hospital into the Urological service com- 
plaining of “‘ Pain in the right side.’’ He had had 
bronchitis nine years before and tuberculosis of 
the lungs for one year. For the past five years 
he had been a morphine habitué, having started 
to take this drug on account of ‘“‘ Rheumatic pains 
in the back.”” The present illness began suddenly 
with pain in the right anterior abdomen, though 
for the past five months he had had pain in the 
back, on both sides. The abdominal pain, which 
was of a stabbing character, was localized just 
above McBurneys point, did not radiate, and 
was so severe that it caused the patient to move 
from side to side. He vomited twice on the fourth 
day and seven times on the fifth day after the 
onset of illness. There was no frequency of uri- 
nation. He had never noticed anything abnor- 
mal about his urine. 

On examination pain was complained of on 
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the right side of the abdomen on coughing; ten- 
derness and pain over the right ureter on deep 
palpation over McBurneys point, and marked 
pain in the right costo-vertebral angle. The kid- 
neys were not palpable. On rectal examination 
there was slight tenderness high up on the right 
side. Examination of the common urine showed 
blood. Both ureters were catheterized with ease 
but the examination of the urines obtained was 
not very enlightening. 

Pyelographic examination showed a definite 
kinking of the right ureter and slight hydrone- 
phrosis of the right kidney. 

Examination of the chest showed quiescent 
tuberculosis of the left lung. 

At operation, on the ninth day after admission, 
a medium sized pulsating accessory artery was 
found to run behind the right ureter and into the 
lower pole of the right kidney. The ureter over 
this accessory renal artery was definitely com- 
pressed and kinked and the ureter above the ar- 
tery and the kidney pelvis were dilated. This 
artery was doubly ligated and severed between 
ligatures. The abdominal pain disappeared but 
the pulmonary tuberculosis became active and 
led to the patient’s death two months after ad- 
mission. 

At autopsy the kidneys were about of equal 
size and normal weight. Each kidney had an 
accesscry artery which ‘arose independently from 
the aorta between the inferior mesenteric artery 
and the bifurcation of the aorta, passed behind 
the ureter and entered the lower pole of each 
organ. 

Right Kidney. The accessory artery to the 
lower pole of the right kidney was severed. Its 
distal portion was obliterated. The proximal 
portion showed at its tip a definite constriction 
(site of ligature) proximal to which the vessel was 
obliterated for 1 em. The remainder of the lumen 
of the vessel was patent. The capsule of kidney 
stripped easily, leaving a smooth surface, except 
at the lower pole where the accessory artery en- 
tered the kidney. There was at this point a re- 
tracted, pale, wedge-shaped, infarcted area 4 x 5 
cms. which extended into the kidney substance 
for 1 em. 

Left Kidney. There was no evidence that the 
accessory artery to the lower pole of this organ 
had led to constriction of the ureter. There was 


a second small accessory artery, a branch of the 
supra-renal which entered the kidney at a point 
mid way between the upper pole and middle por- 
tion of this organ. This artery was accompanied 
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by a small vein which emptied into the main 
renal vein. The capsule stripped easily leaving 
a smooth surface except at a point on the convex 
surface mid way between the middle of the kid- 
ney and its upper pole, where there was a roughly 
circular area about 2 cms in diameter, which was 
studded with small tubercles. This tuberculous 
area extended well into the medulla and at one 
point involved a calyx. 

Microscopical Examination. A section through 
the infarcted area in the right kidney showed 
anaemic necrosis with beginning organization. 

Summary. A patient, 33 years of age, was ad- 
mitted to the Hospital complaining of pain in 
the right side. The pain was found to be due to 
an accessory renal artery which passed behind 
the right ureter, leading to compression and kink- 
ing of this organ and to an accompanying inter- 
mittent hydronephrosis. The condition was com- 
pletely relieved by operation. The opposite kid- 
ney showed an accessory artery in the same ana- 
tomical position, but it had not led to compres- 
sion of the ureter. The patient died of tubercu- 
losis of the lungs which became active after opera- 
tion. The case illustrates forcibly the value of 
pyelographic examination in renal diagnosis. 


W. W. Beatty, B.A., M.D. 


Pathological Laboratory, Montreal General Hos- 
pital. 


PURPURA HAEMORRHAGICA COM- 
PLICATED BY GANGRENE OF 
THE GLANS PENIS AND 

LUNG ABSCESS 


W. B.—Hospital No. 295—1922.—age 56 
years, was admitted to the Montreal General 
Hospital, on January 16th, 1922, complaining 
of pain and swelling of hands and feet, inability 
to breathe through the nose, headache, dis- 
colouration of the skin and shortness of breath. 

His present illness began suddenly on January 
10th, 1922, six days before admission to the 
hospital, with severe pain in the knees, associated 
with swelling of the legs which made any at- 
tempts at walking painful and difficult, and on 
the following day confined him to bed. On 
January 12th he noted for the first time brownish 
spots on his legs. On January 13th the urine was 
definitely blood tinged, and there developed sore- 
ness in the penis. On January 16th, both arms 








and hands became swollen and the skin covering 
them showed a discolouration similar to that on 
his legs. The patient coughed a good deal. On 
admission to the hospital, six days after the 
onset of illness, the temperature was 100.6°, 
pulse 98, and respirations 24 to the minute. 
The red corpuscles, 4,200,000; white corpuscles, 
12,000 to the cubic millimeter, and haemoglobin 
80%. There was nothing abnormal in the blood 
cells. The physical examination showed a pur- 
puric eruption on the arms, legs and trunk, with 
oedema of the arms and legs. An acute con- 
gestion of the mucous membrane of the pharynx 
and tonsil was noted; the nasal passages were 
plugged with blood clot and a few rales were 
heard at the bases of both lungs. The fore-skin, 
which could not be retracted, was reddened and 
oedematous and a sero-haemorrhagic discharge 
could be expressed from beneath it. Urinalysis 
was normal: Wassermann re-action negative, and 
the blood culture was sterile. A diagnosis of 
purpura haemorrhage was made. For three days 
after admission the condition of the penis did 
not change, but on the third day a blackened gan- 
grenous area appeared on the dorsum of the penis 
and rapidly extended until the skin on this sur- 
face of the organ was involved from the prepuce 
to within one inch of the base. Under local 
anaesthesia, a dorsal slit was made exposing the 
glans penis which was also black and gangrenous. 
Numerous incisions were made through the gan- 
grenous and oedematous skin of the penis and 
into the glans itself. Moist dressings of hot 
boracic solutions were applied continuously. At 
no time was there any difficulty in voiding. 
Smears and cultures taken at the time of operation 
showed many streptococci with a few fusiform 
bacilli and spirochaetes. Cultures and smears 
from the tonsils showed the same organisms. A 
line of demarcation gradually appeared at the 
margin of the gangrenous area on the penis with 
eventual sloughing of all cf the glans and the in- 
volved area of the skin. Subsequent convales- 
cence of the patient was prolonged by the de- 
velopment of a lung abscess from which he is 
rapidly recovering. The lesion of his penis is 
healing. 

Remarks. The sequence of events appears to 
be that an area of purpura haemorrhagica in- 
volving the penis became infected with strepto- 
cocci and fusiform bacilli and spirochaetes proba- 
bly from the mouth conveyed by the fingers, 
which led to rapid gangrene. Other cases of 


rapid gangrene of the penis have been noted, the 
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bacteriology of which was similar to the case re- 
ported. The inability to retract the foreskin 
was due to a congenital phimosis which, with 
the haemorrhage and oedema associated with 
the purpura, mechanically prevented drainage 
of the preputial space and predisposed to infec- 
tion: an important factor in the production of 
gangrene of this type. 


H. C. Cassipy, B.A., M.D., 


Senior House Officer, Urological Service Dr. F. S. 
Patch. 


SUPPURATIVE PAROTITIS 


F. H. Age 45, Farmer.—January 21, 1921.— 
suffering from duodenal ulcer. January 25, com- 
plained of recent swelling in right parotid region 
causing difficulty in opening the mouth. A ten- 
der swelling over right parotid region. Tempera- 
ture 97.3—Pulse 70. 

February 4, swelling of right parotid almost 
disappeared, tenderness very slight, a little dis- 
tress On opening mouth. February 7, swelling of 
right parotid larger and more painful, quite hard 
above angle of jaw, below mastoid process, and 
in front of ear; also some redness of the skin; 
Steno’s Duct not palpable although orifice slight- 
ly reddened: gland not movable. Temperature 
99—Pulse 68. 

Advised frequent brushing of teeth and applica- 
tion of heat. 

February 9, gland more swollen and quite 
painful. Quite hard in front of ear, below angle 
of jaw and extending to mastoid, with some red- 
ness over this area, and pus exuding from Steno’s 
Duct. 

- Pressure over gland causes small beads of 
thick pus to exude from the duct. Temperature 
99.1—Pulse 84. 

Treatment.—Gentle massage along course of 
Steno’s Duct: Morphine grs. +: Pulv. Ipecac. 
Co. grs X q. 4.h. Mouth wash q.3.H. 

Condition completely cleared up in another 
fortnight without surgical interference. 

G. W ArrTKen, London 


SYPHILITIC AORTITIS AND 
ENDOCARDITIS 


Mr. A. T., age 48.—negative history for Tuber- 
culosis complains of dyspnoea and pain in the 
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chest and back. Nightly has attacks of par- 
oxysmal dyspnoea and angina pectoris. 

Examination of precordium shows heart mark- 
edly enlarged in all directions—Churning mur- 
murs heard in all areas. 


B. P. Syst. 150—Diastolie 0. 

X-Ray shows markedly enlarged heart but no 
aneurysm. Wassermann XXXX. Wife has had 
several miscarriages and has lost cartilage of 
nasal septum. Treatment—Part time rest. 
Daily mercurial Inunctions. K. I. grs X. Q. I. D. 


with much improvement after three weeks 
treatment, but still has attacks of angina at 
night. It is proposed to inaugurate Salvarsan 


treatment later on. J. C. Linpsay 
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DIAGNOSIS UNCERTAIN 
HELP WANTED 


Child, age 7.—No history of previous illness.— 
Two months ago right eye inflamed. Gradually 
there appeared a slight bulging of the eye above 
the Iris muscle—thinning of corneal surface and 
opacity of vitreous humour apparent. Sight un- 
affected—in fact better in damaged eye than 
opposite eye.. Section of swelling removed and 
pathological report was negative for melanotic 
sarcoma or malignancy of any kind. No history 
of accident. No Wasserman taken—no apparent 
foci of infection. What is the cause and explan- 
ation of this ease? J. I. FERGUSON, 

-Harvey Club, London. 


Retrospect 


ORTHOPAEDICS 


In a recent address delivered before the Iowa 
State Medical Society (Jour. Iowa State Med- 
ical Society, December 1921) on the Standardi- 
zation of Methods of Treatment in Orthopaedic 
Surgery and in Industrial Surgery of the 
Extremities and Spinal Column, Dr. Robert B. 
Osgood of Boston. presents a very interesting 
statement of modern views in this important 
department of surgery. An abstract of his 
address is herewith attempted. 


Tuberculous joints. In tuberculous joints of 
childhood rest and fixation without operation 
constitute the standard treatment. A tubercu- 
lous knee in an adult should be excised. Hip 
disease in children may demand, according to 
the social condition of the patient and the 
amount of attention he is likely to receive, 
either fixation alone (usually by plaster spica), 
or in combination with traction, as in Dr. 
Bradford’s traction abduction brace. Fixation 
alone, with painless weight-bearing allowed, is 
apt to give an ankylosed hip, while Dr. Brad- 
ford claims free movement follows the use of 
his brace. Pott’s disease in children shows as 
good results when treated on the Bradford 
frame as by any other form of treatment. In 
adults grafts of boiled beef-bone advocated by 
Gallie are recommended in preference to homo- 
genous grafts. 


Rickets. Before deciding as to braces or 
operation we must be able to answer two ques- 
tions (1) Is the nutritional disease quiescent ? 
(2) Is the deformity increasing or progressing ? 
If the underlying disease is controlled even sur- 
prisingly bad cases of rickety deformity correct 
themselves, while all light cases do so. Blood- 
less osteoclasis is to be preferred to open osteo- 
tomy in general, as safer. The so-called epiphy- 
seal separation of the hip in adolescent rickets, 
if there be such a disease, may usually be great- 
ly improved or often completely corrected by 
manipulation under ether and fixation in full 
abduction. 

Scoliosis. There is no standard method here, 
nor are we able in many cases to secure anything 
like complete correction or even to prevent the 
development of deformity under our very eyes 
by any method of treatment, exaggerated and 
hopeful claims to the contrary. We seem to ar- 
rest or even eorrect many slight early cases by 
exercise, by light corrective braces, perhaps by 
forcible plaster jackets, but perchance the 
underlying bone disease corrects itself: and na- 
ture does in reality what we seem to do. In 
severe progressive curvature it would seem 
rational to impose recumbency plus medication, 
plus hyperaemic physiology, plus corrective ap- 
pliances, but let us first remove the force of 
deforming gravity, always at work in the erect 
position. 





Lorenz’s claim of 


Congenital Deformities. 
80-90 per cent of anatomically perfect reduc- 
tions in congenital hip dislocation is probably 
too high. Reduction by open operation has left 
too many stiff joints in its train, unless we find 
that Galloway’s recently reported large per- 
centage of successes can be duplicated by other 
surgeons. Bloodless reduction is still the meth- 
od of choice, and the reposition is comparatively 
easy up to four years. Congenital club foot 
should be treated as soon as discovered, at first 
by daily manipulation and adhesive plaster or 
soft dressing retention, with plaster-of-Paris 
dressing in later childhood. In resistant cases 
of over four years Ober’s operation is usually 
successful and non-mutilating; the bone opera- 
tions in general are not standard methods of 
treatment in childhood. 

Poliomyelitis. Prevention of deformity dur- 
ing the first six to twelve months is the only 
surgical treatment. Tenotomies and _ tendon 
transfers are our next procedure. Muscle 
training aided by operative stabilization come 
later, together with ambulation assisted by the 
least possible brace support. 

Foot strain and faulty weight bearing. Here 
we must recognize that strained feet are almost 
always induced by imperfect and inadequate 
muscle action. The main ligament which pre- 
vents the arch from falling is the caleaneo- 
seaphoid. Pronation of the foot, the precursor 
of joint strain and flat foot, occurs at the cal- 
caneo-astragaloid joint, not at the mediotarsal 
joint, as the text books say. The sustentaculum 
tali must be propped up. Badly strained struc- 
tures must be given rest, whether by Thomas 


heels, adhesive plaster strapping, or by support-_ 


ing and correcting foot plates, but if a cure is 
to be permanent we must permanently restore 
normal balance to the muscles, by correcting 
faulty body posture, teaching proper methods 
of walking, exercising the adductor muscles at 
the expense of the abductors. Restoration of 
normal balance is the standard treatment. In 


anterior arch troubles and painful callous the 
problem is the same, first, lift the patient off the 
painful metatarsal heads and mould the arch 
back by lateral pressure and supporting pads 
or plates, then teach the patient to lift his own 
metatarsal heads off the ground by the develop- 
ment of the long flexors of the toes and the 
intrinsic muscles of the foot. Rigid feet must 
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be usually dealt with by manipulation or open 
operation, and are rarely completely relieved. 
Osteomyelitis. One of the direct results of 
the war has been the standardization of the 
treatment of infected bone. The principle 
is disinfection. Dakin’s solution and Carrel’s 
technique have in the writer’s opinion shown the | 
hest results. Infected bone must be removed, 


no craters with overhanging edges should be 


left. When practically sterile these craters may 
be closed by muscle or skin flaps. Curetting the 
bone is no longer standard treatment. Acute 
osteomyelitis means early recognition and earlv 
complete drainage. 

Joint Infections. Willems has apparently 
demonstrated that early voluntary joint motion, 
even in the presence of open wounds, provides 
the most adequate drainage and preserves the 
greater amount of function in septic joints. 
Most joint infections, short of frank pus, may 
be overcome by flushing out by normal saline 
or weak bichloride for ten minutes, following 
which the synovial cavity is closed tightly, and 
will rarely need reopening. If frankly purulent 
we must drain, and drain thoroughly. In spite 
of favourable results our experience with 
excision of septic joints does not lead us to 
believe that drainage is usually greatly bettered 
by the procedure. The end results are certainly 
distressing in many instances. In clean opera- 
tions for internal derangements early voluntary 
movement will become standard treatment. We 
have passed the day when moderate effusion 
should contra-indicate this movement, provided 
the cause of the original effusion has been 
removed and the joint be protected from dan- 
gerous extremes and sudden strains. 


Amputations. The functional end-result of 
a properly performed Syme amputation is to 
be lauded. Sites for amputation should be 
chosen with prosthesis always in mind. Pain- 
ful nerve bulbs should be prevented by careful 
shortening of the nerve trunks after injection 
with 90 per ceent alcohol. Proliferative 
bone changes in the stumps should be prevented 
as far as possible by the removal of cuffs of 
periosteum and endosteum proximal to point of 
section in clean cases. Traction should be 
applied to the skin above the flaps on the 
operating table and should be maintained until 
cicatrization has taken place. In leg amputa- 


tions a provisional prosthesis, usually a plaster 
pylon, should be provided as soon as the wounds 
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are closed, sometimes for infected stumps even 
in the presence of granulating surfaces. The 
mental effect is enormous and the hardening 
is hastened. Six months’ time may often be 
gained. Wheel chairs become too comfortable. 
Sprains. (1) Be sure no fracture exists. If 
one is found we must prevent callus formation 
by more complete immobilization. (2) Deter- 
mine the exact anatomy of the lesion by ascer- 
taining the method of its production and its 
mechanical necessities. (3) Protect the torn 
ligaments, usually by adhesive plaster, and 
allow immediate function, which provides mas- 
sage. | 
Dislocations. The standard of treatment is 
complete reduction and incomplete fixation. At 
the earliest possible moment, surely within a 
week, slight voluntary movement by the patient 
should be encouraged at least once a day. Im- 
mobilization is far too often prolonged. 
Fractures of the Spine. If there are definite 
symptoms of cord pressure less than those of 
complete severance, and the X-rays show prob- 
able pressure from bony fragments, operation 
Should be undertaken at the earliest moment 
the condition of the patient will allow. When 
the arguments for and against operative proced- 
ures are nearly even, we should incline to non- 
operative treatment. Fractures of the spine 
with slight or absent cord pressure symptoms 
are of great importance. The X-ray alone con- 
firms our diagnosis. It is quite possible that the 
standard treatment will come to be early anky.- 
losing operations on the spine by means of bone 
grafts or other fixative operative procedure. 
The time of prudent immobilization by apparat- 
us may probably thereby be shortened, and 
full wage earning capacity hastened. If 
recumbent immobilization can be instituted very 
early these cases may be expected to fully 
recover without operation, but we must main- 
tain this protective immobilization for perhaps 
six months if we are to avoid the subsequent 
irritative bony overgrowth changes (Verneuil’s 
disease), which frequently cause increasing cord 
and nerve root pressure symptoms long after 
the original lesion is relieved. Transverse 
myelitis has been known to occur years after the 
fracture, from this slowly occurring hyper- 
trophic bone change. Fractures of unimportant 
spinal elements, e.g. transverse and spinous pro- 
cesses, are frequently considered more serious 
than their immediate or remotesymptoms justify 
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and are likely to receive too heavy compensation. 

Fracture of Clavicle. In adults it is difficult 
if not impossible to maintain good alignment 
by any of the classical methods, Velpeau band- 
age, Sayre strapping, ete. The shoulder will 
not stay back and up. Fortunately little lack 
of function may be expected even if a consid- 
erable degree of deformity results. A better 
and simpler method of obtaining alignment is 
to put the patient to bed with a pillow between 
the shoulders, the affected shoulder dropped 
back and held up. Fair to good alignment may 
be obtained by the old fashioned clavicular cross 
of wood or plaster. The cross bar is made wide 
enough to prevent the figure-of-eight bandage 
turns, which pass over and pull back and up 
both shoulders, from cutting into the axilla. 

Fractures of the Shoulder Joint. Comminu- 
tion plus dislocation of humeral head means 
open operation. In comminution alone there is 
a tendeney to excise one or all of the fragments. 
We believe this tendency is wrong, even if good 
apposition of fragments cannot be obtained. 
Excised shoulders are usually extremely handi- 
capped ones, and voluntary abduction is usually 
impossible. Surprisingly good function results 
from these severe comminutions, impossible to 
accurately replace without open operation, if 
abduction be maintained and prolonged immo- 
bilization avoided. Danger of ankylosis is a 
real one, but if the arm be fixed in 70° abduc- 
tion in neutral position, i.e. halfway between the 
mesial and horizontal planes of the body and 
slightly rotated outward, a stiff shoulder 
is extremely useful and vastly better than an 
excised one. In fractures of the humerus below 
the greater tuberosity the muscle balance indi- 
cates fixing the arm in abduction as a rule. 

Shaft of the humerus. The internal angular 
splint, even with coaptation, is imperfect mech- 
anically. The Jones humerus traction splint is 
recommended. 

Fractures of elbow joint. Standard treatment 
is reduction followed by fixation in acute flexion, 
except in olecranon fractures. Jones’ dictum 
is to be followed: ‘‘ Allow during convalescence 
gradual dropping of the forearm, provided al- 
ways the patient can voluntarily return the 
elbow to the original acutely flexed position.”’ 

Both bones of forearm. Hard fractures to 
hold and if non-union results yield the poorer 
results from bone grafting. They may be best 
reduced by traction and moulding, and the 








alignment best maintained by fixation in a 
plaster running well above elbow and below 
wrist, the forearm fully supinated. By this 
method the bones are held well apart, and the 
danger of synostosis is least. 

Colles Fracture. Importance is emphasized 
of breaking up impaction and reestablishing the 
normal difference in levels of the styloid pro- 
cesses. Most Colles fractures are not simply 
impactions but rotations of the lower radial 
fragment as well, and this rotation is frequently 
not maintained by the usual side splints plus 
ulnar deviation of the hand. Cotton and Loder, 
(Boston Med. and Surg. Journal, Dee. 4, 1919), 
treat by initial fixation in plaster in palmar 
flexion, the hand in extreme ulnar deviation and 
rotated into pronation, and this treatment is 
to be recommended. We realize that this is the 
worst possible position for eventual function. 
but as soon as consolidation has begun this 
position may be gradually changed with little 
danger of slipping. 

Carpal fractures. Reduction of semilunar 
should be attempted, to be followed by excision 
as a last resort. Scaphoid fractures rarely unite 
unless immediately recognized and fixed. If 
non-union occur remove one of the fragments, 
usually the smaller. A more useful but not a 
perfect result may be expected. In doubtful 
eases have X-rays of both wrists taken, as a 
divided seaphoid is a common abnormality. 

Fractures of pelvis. Standard treatment is 
recumbency and tight swathes, sometimes plas- 
ter spicas. 

Fractures of hip joint. Intracapsular im- 
pacted fractures in elderly people are best left 
alone. In young and healthy individuals break 
up impaction and put in the standard position 
for union, full abduction and slight inward 
rotation. This may be accomplished by Whit- 
man’s long plaster spica, Bradford’s abduction 
splint, double Thomas splints, Jones abduction 
frames or Balkan frames. The results of the 
Maxwell Ruth treatment by longitudinal, in 
combination with lateral, traction without 
splints are good. 

Fractures of upper two-thirds of femur. Here 
traction is standardized, and if intelligently 
applied and actually maintained there is scant 
need of bone plates or open operation. We 
believe the Thomas leg splint will become the 
standard of treatment. 


Fractures of lower third femur. Direct trac- 
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tion on femoral condyles by ice tongs is 
recommended. Pain is at the minimum, less 
weight is required and the knee can be kept 
exercised. 


Knee joint fractures. T-fractures should be 
brought in close apposition by Seudder’s tem- 
porary clamps or Lambotte’s long fine screws, 
and voluntary movement should be early. 

Fractures of patella. Operative retention is 
thestandard, and we have yet to decide whether 
immediate suturing or suturing after a few days 
yields the best results. 


Fracture of both bones of the lower leg. Of- 
ten traction here is as important as in the 
ease of the femur. Use the Sinclair skate or 
the glued sock, or direct bone traction on os 
ealcis or malleoli. 


Fractures of the tibia. If fibula be intact 
traction is of less importance, but in the lower 
third and in spiral fractures displacement is 
often obstinate. In fractures of the lower third 
the common displacement backward makes it 
impossible to put the foot up at the desirable 
right angle and sometimes it is wise to tenoto- 
mize the tendo Achilles. 


Pott’s Fracture. Functionally poor results 
are due to the fact that most surgeons 


fail to recognize two facts, (1) that the frac- 


ture is produced by abduction of the foot and 
(2) that the joint between tibia and fibula is 
often spread and the foot displaced backward. 
The standard treatment of reduction is there- 
fore, first to pull the foot forward and second 
to adduct it, retaining the correction by a 
plaster cast. 


Fractures of astragalus and os calcis. Treat- 
ment is hard to standardize. If the caleaneo- 
astragaloid articulation is gone the important 
lateral play of the foot is wholly or partially lost 
If limited motion persist here the result is often 
a painful foot. Astragalectomy may be justi- 
fied but is less completely successful in adults 
than in children. 

Compound fractures. The essential (Le- 
maitre and Duval) is getting at the cleaning 
process, or ‘‘débridement’’, as it has come to be 
called, within as few hours as possible, not more 


‘than fourteen, and following a meticulous tech- 


nique of dissection of devitalized tissue in which 
bacteria always develop. If the cultures taken 
before this operation show gas bacillus and 
streptococcus haemolyticus the wounds are not 
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closed immediately, but otherwise this rule has 
come to be absolute in all early cases. It should 
be the standard treatment of compound frac- 
tures in peace, and it must be a rare occasion 
when attention cannot be given the case within 
the first few hours. If there be danger of joints 
becoming ankylosed let us be sure that the posi- 
tion of ankylosis is that of greatest function— 
a shoulder in 70-80° abduction, the upper arm 
haliway between the mesial and_ horizontal 
planes in slight outward rotation; the elbow, 


Our Knowledge of Vitamins—Commenting 
on the trend of medical research concerning 
vitamins, the latest report of the British Medical 
Research Council says: 

The present situation is a curious one, upon 
which posterity will probably look back with 
great interest. Westill have almost no knowledge 
of the nature of these elusive food substances or 
of their mode of action, but we have gained 
empirical knowledge already of the greatest 
practical value for the prevention of scurvy and 
of other grave diseases and for the promotion of 
health in the population. 

This statement, it will be noted, emphasizes the 
foundation on which rests our present use of vit- 
amins. From time to time THe JourRNAL has 
commented on our lack of actual knowledge of 
these mysterious substances, emphasizing par- 
ticularly the generally accepted fact that the 
taking of a well-balanced diet results in providing 
the individual with such vitamins as are necessary 
to his growth and nutrition. Last week appeared 
a brief report of a meeting of the Chicago Medical 
Society devoted to this subject, and it was gratify- 
ing to have the conservative view which THE 
JOURNAL has emphasized substantiated by many 
of those who took part in the discussion. More- 
over, the British Medical Journal in its leading 
editorial for February 11, reiterates that an 
abundant supply of vitamins exists in all fresh 


vegetables, and that a considerable quantity’ 


occurs in milk and meat, provided the latter 
substances are obtained from animals fed on fresh 
foods. “A normal adult,’’ it says, “living on an 





depending on the occupation, one side or other 
of the right angle position, but never in exten- 
sion; the wrist in half normal dorsal flexion; 
the hip in slight flexion and slight abduction 


and slight outward rotation; the knee in 10 de- 
grees of flexion in a man who must walk well 
and stand at his work, but in 20-30 degrees of 
flexion in most women who sit at their tasks; 
the foot at a right angle to the lower leg and 


never abdueted. J. A. NUTTER | 


ordinary diet containing a reasonable proportion 
of fresh vegetables is, therefore, certain of obtain- 
ing a plentiful supply of vitamins.” Of all the 
mass of evidence which has accumulated relative 
to these substances, this fact is the point of 
greatest importance. It is, however, very un- 
unfortunately, the one point which those commer- 
cially inclined are unwilling to recognize.— 
Jour. A. M. A., Mar. 11, 1922. 


Therapeutic Index of Silver Arsphenamin 
—In order to determine the therapeutic index of 
silver arsphenamin, three different groups of 
patients were treated by ABRAHAM STRAUSS, 
D. M. Sipiicx, M. L. Mauuas and B. L. Craw- 
FORD, Philadelphia, with silver arsphenamin, 
arsphenamin and neo-arsphenamin, respectively. 
The dosage employed: throughout the treatment 
was silver arsphenamin, 0.2 gm.; arphenamin, 0.4 
gm., and neo-arsphenamin, 0.6 gm. The deter- 


. mination of the comparative values of the three 


drugs was based on the Wassermann reaction. 
The seropositive findings in Group 1 were changed 
to negative in only one instance. In Group 2 the 
positive Wassermann reaction became negative in 
thirteen cases. In Group 3 the 'Wassermann 
reaction was changed from positive to negative 
in nine cases. ‘The serologic comparisons prompt 
the authors to conclude that the spirocheticidal 
activity of silver arsphenamin is far inferior to that 
of arsphenamin and neoarsphenamin in the treat- 
ment of syphilis —Jour. A. M. A., Mar. 1922. 
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Editorial 


GROUP MEDICINE 


Ce" Medicine is in some respects 

a comparatively recent develop- 
ment which is attracting the attention 
of physicians everywhere. It may be 
regarded as the modern development of 
the almost primeval method of one physi- 
cian calling in a brother practitioner to 
assist him in a case presenting difficulty 
either in diagnosis or in therapy. This 
development is due in great measure to 
the increasing complexity of both the 
science and art of the practice of medicine. 
At the present day the term is applied 
to the association of a few physicians, 
each, as a rule, having confined his stu- 
dies to a special department and endea- 
voured to perfect his knowledge in the 
chosen department, more or less to the 
neglect of knowledge in other depart- 
ments of medical practice. The attain- 


ment of complete knowledge in all de-_ 


partments must be considered as impos- 
sible. 
fore labours at a disadvantage in the 
treatment of serious disease affecting 
those systems or departments which have 
been. made a special study. 

Still further, with the advance of pre- 
ventive medicine, and the more general 
recognition of its importance it is often 
of very definite advantage to a patient 
showing signs of the wear and tear of 
life to have a complete examination made 
of all the important systems in the body 
in order to detect the earliest symptoms 
of defective functioning power; an ex- 
amination which can be carried out only 
by specialists trained in the use of the 
modern complicated methods of diagno- 
sis. 3 
The great majority of the profession, 
however, must and in our opinion, always 
will be, general practitioners; men well 
grounded in the fundamental principles 
of medical knowledge and with a fair 


The general practitioner there- 





training in all the special departments, 
able to recognize disease wherever it ap- 
pears and to know when the more ad- 
vanced knowledge of the specialist may 
be advantageous or necessary for his pa- 
tient. Such general practitioners be- 
come not only the medical advisers of a 
family but its friends and counsellors as 
well. Sir William Osler eulogized such 
as the “flower of our profession”, and the 
increased monetary rewards which some- 
timés accrue to the specialist, who, as a 
rule, remains a stranger to his patient 
can, in a poor way, compare with the 
pleasure and satisfaction enjoyed by the 
family physician who lives up to his op- 
portunities, and assumes conscientiously 
his responsibilities. But the more con- 
scientious the family physician is the 
more frequently will he demand the as- 


‘sistance of specialists in solving. difficult 


problems of diagnosis and treatment 
which may arise in the individuals of 
the families which entrust themselves to 
his care, and with the increase of medical 
knowledge groups of specialists scattered 
throughout the country associated so far 
as practicable with small well equipped 


hospitals will become of the greatest as- 


sistance to the general practitioner. 

Several types of such groups have al- 
ready arisen, and of necessity the type 
will vary with special conditions in the 
locality; but in every type it is desirable 
that our professional ethics be main- 
tained in their highest and strictest form. - 
The aim in all cases should be the best 
possible service to the patient. A mer- 
cenary spirit and individual selfishness 
will surely bring any association to com- 
plete failure. 

Group medicine although it is regarded 
as a very modern development stretches 
far back into the past in the type of an 
associated group of physicians in atten- 
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dance on the poor in the public wards of 
large hospitals. In a modern hospital, 
group medicine reaches its highest de- 
velopment. The association of physi- 
sians, surgeons and specialists of the 
highest rank with well trained assistants 
and nurses and an equipment obtained 
from almost unlimited resources should 
afford brilliant testimony to the many 
and great advantages both for rich and 
poor of group medicine. 

In large cities smaller groups may 
spring up composed of two or three young 
active men under the leadership of a 
physician or surgeon of high reputation, 
and attract many patients who prefer 
the less crowded and more private rooms 
of such a group, and who think they ob- 
tain in such a more careful and thought- 
ful examination. 

More important to the general prac- 
titioner, however, is the institution of 
such groups in towns and small communi- 
ties, and in these it is all important that 
the institution of such groups should be 
with the consent and active cooperation 
of the majority of the physicians in the 
locality and if possible with public assis- 
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tance from the county for the erection 
of a small hospital to which others in 
addition to the group specialists might 
be attached. In small towns and rural 
communities it would tend to the ad- 
vantage of all if instead of a jealous 
competition some cooperation might be 
arranged between a number of the prac- 
titioners permitting a certain amount of 
specializing thus giving better service to 
the community, and by preventing over- 
lapping in making long visits save un- 
necessary drives to the individual prac- 
titioners and allow more time for study 
and even for recreation. The important 
thought in all this for the profession is 
cooperation rather than competition, as- 
sociated with the careful avoidance of 
all unethical attempts to spoil one an- 
other’s reputation. Objection may be 
raised as to the impracticability of such a 
scheme, and emphasis may be placed on 
the modern tendency to commercialism 
rather than on the maintenance of a high 
ethical standard. Our belief is that if 
the leaders in the profession will give the 
example the younger men will strive to 
follow. 


DIET AND HYPERTHYROIDISM 


HAT thyroid secretion has an im- 
portant bearing upon the meta- 
bolism of food has been strongly suggest- 
ed by the effects noted following the ad- 
ministration of extracts of the gland. 
Of these effects, the elimination of nitro- 
gen in amounts greater than the intake, 
the increased oxidation of fat, and the 
apparently impaired utilization of carbo- 
hydrates, are especially to be noted. It 
has been repeatedly suggested that a 
disturbance in the metabolism of any one 
of these food products may lead to the 
formation of intermediate products, 


which are diverted from the synthesis 
of the essential active principle of the 
thyroid gland. 

Recently McCarrison (Brit. Med. Jour. 
No. 3188, Feb. 4, 1922) has reported some 
observations made during experimenta- 





tion on birds, on the relation between 
high fat diets and the genesis of goitre. 
The findings of this author suggest that 
there exists in the body a definite ‘“‘fat- 
thyroid-iodine balance.”” In the pre- 
sence of an excess of certain fats (un- 
saturated), characterized by their ability 
to combine with iodine, the iodine in- 
gested, though under ordinary condi- 
tions sufficient in amount, becomes un- 
available, thus leading to enlargement 
of the thyroid gland. This opens up a 
rich field for further research in the bio- 
chemistry of goitre, with special reference 
to iodine and fats. That iodine is es- 
sential to the normal metabolism is fair- 
ly well established. It has been shown 
that the physiological activity of the 
thyroid gland is proportionate to its 
iodine content. When animals are de- 





prived of this element, hyperplasia may 
occur in the gland, and this hyperplasia 
may be made to disappear following the 


administration of more iodine. 
in itself does not account for the total 
iodine content of the thyroid gland, yet 
the thyroxin-free gland seems to have no 
effect on metabolism, and it has been 
suggested that the remainder of the io- 
dine exists in some intermediate product 
in the formation of the thyroxin mole- 
cule. 

A consideration of the chemistry of 
the fats suggests that the “‘fat-thyroid- 
iodine balance”’ will require further study. 
The amount of fat in the human body 
varies considerably even under normal 
circumstances. It has been estimated 
that in healthy individuals it represents 
about 18 per cent. of the body weight, 
and from 67 to 85 per cent. is in the form 
of triolein. That oleic acid seems es- 
sential to growth has been repeatedly 
demonstrated. In children the propor- 
tion of oleic acid in the dermal fat in- 


ON 
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creases from month to month. Emacia- 
tion in children is associated with a de- 
crease in the proportion of oleic acid. 
In the embryo chick a gradual increase 
of the iodine value of the organized fat 
indicates that fats are undergoing con- 
version into fatty acids. A rough cal- 
culation suggests that there must be some 
factor influencing the “‘fat-thyroid-iodine 
balance.”” One gram molecule of trio- 
lein (884 grams) can absorb six atoms 
of iodine (762 grams). In other words, 
the fat characterized by its ability to 
absorb iodine constitutes the greater part 
of the total fat in the body. Assuming 
the average normal fat content of the 
body to be 18 per cent., the actual 
available iodine in the body is insignifi- 
cant in proportion to the amount that 
can theoretically be combined with the 
fat. Why iodine should combine with 
unsaturated fats in the intestinal canal 
and not do so in the other body tissues is 
problematic. That it does so seems indi- 
cated from the researches of McCarrison. 


STANDARD 


OF HEALTH IN A COUNTRY 


N an address delivered before the 

London County Mental Hospital 
(Brit. Med. Jour. Dec. 17, 1921.) Dr. 
Knowles Stansfield discusses the various 


causes at work in England tending to. 


the production of a population with 
defective health physically and mentally 
(the C-3 class of the recruiting service). 
The dictum, in his opinion, that man is 
the product of his heredity plus his 
environment is very true. Like produces 
like, but every breeder of stock knows 
that by judicious selection in mating, 
suitable housing and proper feeding he 
can obtain in a few generations a breed 
of animals greatly superior to his orig- 
inal stock. Unfortunately, in dealing 
with the human race, we can in our time 
only influence one or perhaps two gener- 
ations; nevertheless with proper action 
in the removal of the causes at fault we 
may in time lead to important results. 


Heredity is without doubt one of the 
great factors in the production of a 
defective population. The trend of mod- 
ern civilization by its Poor Law System, 
and by its treatment of the unfit during 
childhood and early life tends to foster 
the growth of this class. The care, 
treatment and education given to the 
physically and mentally unfit may reduce 
materially the degree of unfitness; but 
if mental and moral weaklings are al- 
lowed to return to a poor environment, 
they fall an easy prey to evil influences. 
Members of this class are very improv- 
ident. They marry early and are not 
restrained by any problems as to how 
their numerous children are to be housed, 
fed, clothed and educated so as to permit 
them to take a useful place in the world. 

The abuse of alcohol is another of the 
great factors leading to a degeneration 
of the type and is often inseparably 
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associat *d with heredity. A great a- 
mount of work has been done by numer- 
ous investigators to determine the action 
of alcohol on the activity of cell life. 
Dogs given alcohol with their food are 
found to give birth to an unusual pro- 
portion of deformed or dead puppies. 
Observations on all the lower forms of 
animal life lead one to expect that the 
human foetus does not escape from these 
poisonous effects during its sojourn in the 
womb of a mother using alcohol freely. 
Dr. Stansfield states that his work 
during the past thirty years has 
brought him in close contact with the 
defective element of the community, 
and as a result of his observations he is 
of the strongly-held opinion that a large 
percentage of children with an alcoholic 
heredity are undersized; they develop 
poor resistance under any stress; their re- 
cuperative powers are feeble, and mental- 
ly their standard of intelligence is poor. 

Defective or bad feeding in early life 
is another important factor in the pro- 
duction of deficient development, and of 
malformations, and tends to produce in 
the tissues a receptive soil for many dis- 
eases which culminates in ill health 
even amongst those who have a good 
heredity. The deficiency diseases, rick- 
ets, scurvy and beriberi are the under- 
lying causes of much subsequent unfit- 
ness for the strains of life. Tuberculosis 
is associated with a fat deficiency. A 
cheap dietary is compatible with good 


ie a paper on the Etiology of Rickets 
Dr. Bruton Sweet of Auckland, N.Z. 
(British Med. Jour. Dec. 24. 1921.) 
calls attention to the opposing views 
on the etiology of rickets, chiefly the 
dietetic and the hygienic. The former 
consider that a defective diet is the 
cause of this disease, while the latter 
regard it as directly due to some 
defect in hygiene. A comparison be- 


tween rickets as observed in Europe 
and Australasia indicates that the early 
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health, if the food is properly cooked. 
Good sound teeth are rarely found among 
the poorer classes. Bad feeding and lack 
of proper care during infancy and child- 
hood is without doubt an important 
cause of this unfortunate condition which 
brings so many other evils in its train. 

Bad housing undoubtedly has a very 
important place among the many other 
causes of a physically defective popu- 
lation. Not only owing to injurious in- 
fluences caused by overcrowding under 
all circumstances by insufficient sunlight 
and by generally insanitary conditions, 
but it also has a lowering effect upon the 
moral status of those who live in such 
circumstances. 

Lastly the depressing effects of sexual 
excesses must be recognized. These 
bring the reserve balance in the bank of 
health so low that bills presented by 
other forms of stress cannot be met. 
Those. who indulge in such excesses when 
met by the ordinary trials and difficult- 
ies of life offer no resistance and develop 
conditions of neurasthenia, psychasthenia 
or melancholia. These factors, in Dr. 
Stansfield’s opinion are all important 
in the development of our defectives 
mentally and physically. 

It is the duty of the medical profession 
to-day not only to emphasize the import- 
ance of these factors but to use all their 
influence to combat them and prevent 
them exerting such a disastrous effect 
on future generations. | 





symptoms show great similarity, but 
that the cause is much more benign 
at the Antipodes than in the older coun- 
tries of Europe, and he considers it due 
to the great difference in the environ- 
ments of children in the two continents. 
A great difficulty in accepting a purely 
dietetic theory for the etiology is the 
well-known fact that if a number of chil- 
dren are placed under the same hygienic 
conditions and fed on a similar ill- 
balanced artificial diet three things may 





















occur: (1) The infant may remain heal- 
thy and develop normally. (2) Malnu- 
trition may occur without sign of rick- 
ets. (3) Symptoms of rickets may make 
their appearance. His conclusions are 
as follows: (1) That rickets has not been 
proved to be due to a deficiency of fat 
soluble a vitamin in the dietary. (2) In 
many cases it appears to be primarily due 
due to a diet deficient in fresh animal 
food; probably a suitable protein, or to 
a disturbed digestive condition which 
prevents the assimilation of the same. 
(3) The striking metabolic changes in 
rickets are due secondarily to a deficiency 
in secretion of one or more of the endocrine 
organs: (4) Confinement of young ani- 
mals, with its attendant evils, lack of 
sunshine, of exercise and of cleanliness, 
are important factors in increasing the 
severity of the disease. 


Recent experiments carried on in se- 
veral centres of research in the United 
States are beginning to throw new light 
on this still unsettled problem. It has 
been found that a serious mal-adjust- 
ment of the proportions of calcium or 
phosphorus in the food intake, or in 
their due absorption from the alimentary 
tract is a predisposing factor in the de- 
velopment of rachitis in the young of 
both animals and human = subjects. 
A very definite preventive and even the- 
rapeutic action in cod liver oil and in an 
exposure of young animals to sunlight and 
and ultra violet rays has been proved. 

Still more recently investigations have 
led to the conviction that there are two 
forms of the disease; one of which is 
characterized by a normal or nearly nor- 
mal calcium content in the blood with 
a low phosphorus content; the other by 
a normal or nearly normal phosphorus 
content but a low calcium content. In 
a recent article by Shipley, Park, McCol- 
lum and Simmonds it is pointed. out that 
cases of even severe rickets may occur 
showing no tendency to the develop- 
ment of symptoms of tetany, whereas in 
other cases, even of a mild character, 
tetany in a manifest or latent form may 
be present for many weeks. In their 
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opinion tetany is essentially an expres- 
sion of an insufficiency of the calcium ion 
in the nervous centres, whereas skeletal 
rachitis is a manifestation of some de- 
ficiency or of abnormal relative propor- 
tions in the calcium and phosphorus ele- 
ments in the body fluids. With this 
slight difference in the etiology both dis- 
orders may be manifested simultaneous- 
ly. » When this is the case calcium should 
be administered, and associated with cod 
liver oil and perhaps heliotherapy to ef- 
fect the promptest results. The same 
writers cast doubt on the identity of 
vitamin A and the anti-rachitic factor, 
on account of the much greater value 
possessed by cod liver oil than by butter 
fat in promoting normal calcium supply 
to osseous tissues and correcting rachitic 
tendencies. 


THE SURGEON’S SOLILOQUY ON 
THE GALL-BLADDER 


(The usual apologies are extended) 


O leave or not to leave—that is the question. 
Whether ’tis better for the patient’s sake 
To leave the gall-bladder in its normal place, 
Or take it out and have no more to do 
With such a viscus? To remove! or drain 
For days; and by the draining try 
To save it for the natural death 
That flesh*is heir to; ’tis a consummation 
Devoutly to be wished. To drain, to save; 
To save! perchance to function! ay there’s the rub; 
For if we take it out, no longer can we hope 
That bile will find its way into it, 
This must give us pause; and raise respect 
For uses of this little organ. 
Who would bear the twinges and the aches 
The sudden cramp, the peristaltic waves, 
The pangs of moving gall-stones, the sudden stop 
Of flowing bile, the yellow colour, 
The constant misery of an itching skin, 
When he could have this organ taken out 
By a keen scalpel? who would internes bear 
To probe and swear o’er case reports, 
But for the dread of having it removed, 
The patient will he live as long and be as happy 
With the viscus out as if t’were left behind, 
Puzzles the surgeon and makes him cling to what 
The body has, than fly to something that he wots not of, 
Thus conscience should make cowards of us all, 
And thus the present style of amputation 
May give place to that of conservation, 
And enterprises of great pitch and moment: 
The beach in summer, the brand new car, 
The golf club membership; the summer fishing trip, 
With this regard are turned awry 
And fade into the distance. 
For if the thing is left within, we cannot 
Fee as much alas! as if t’were taken out! 


E.J.M. 
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N connection with the coming meeting at Winni- 
peg we have received the following inform- 
ation from the Local Committee: 


TRANSPORTATION 


Arrangements have been made by the Associa- 
tion whereby fare and one-half return will apply 
on Canadian Pacific Railway and Canadian Na- 
tional Railway all over Canada. The following 
stipulations by the railroads, however, are im- 
portant. Delegates must buy a single ticket to 
Winnipeg and when purchasing ticket, ask the agent 
for a convention certificate. This certificate is 
vised by the secretary at headquarters in Winni- 
peg, and then is good for half fare back. 

A minimum number of these certificates is re- 
quired, and should this minimum not be reached, 
the reduction will not be made. It is, therefore, 
most important to secure convention certificate 
when purchasing single ticket. 


HOTELS 


Good hotel accommodation will be provided 
for all making reservations. For those who do 
not, the same cannot be definitely promised. 

The committee, therefore, would urge that each 
doctor who purposes attending this Convention 
fill in the card he will receive and mail same 
prcmptly. Accommodation will be reserved in 
order received. Information booths will be es- 
tablished at the C. P. R. and Union Depots and 
to these visitors are requested to report on arrival 
in order that they may be conveyed to their ho- 
tels. 


PROGRAMME 


The Programme Committee has the assurance 
of being able to. present a‘ varied and interesting 
list of papers and addresses. There is no lack 
of. material, and the response to the requests 
made by the Committee has been most gratify- 
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ing. The fact that the Canadian Radiological 
Society and the Canadian Society of Anesthetists 
are meeting under practically the same arrange- 
ments as the Association, and at the same time, 
considerably broadens the scope of the conven- 
tion. In this regard it is a pleasure to announce 
that Dr. Lewis Gregory Cole, of New York City, 
has accepted an invitation to present a paper on 
“Roentgen Indications for Surgical Procedures on 
Gastric Ulcer,” and that the Radiological Society 
expect to receive an extensive exhibit of plates 
from Dr. Carmen, of Rochester. 

The annual address in Medicine will be given 
by Dr. Llewellys F. Barker, of Baltimore, before 
an open evening meeting of the Association, and, 
in addition, Dr. Barker will present a short paper 
on a medical subject at the opening of the medical 
section. | 

The following papers in medicine have been 
secured for the general afternoon meetings: 

Dr. Campbell Howard, of lowa—‘‘Some Phases 
of Dysthyroidism.’”’ 

Dr. John L. Todd, 0° Mdntreal—‘ The Fruits 
of Medical Research.’’ 

Dr. D. A. Stewart, of Ninette—‘‘ Tuberculosis 
of the Intestine.”’ 

For the medical section the following interest- 
ing papers have been secured up to date: 

Dr. C. F. Martin, of Montreal—‘‘ Observations 
on Some Methods of Examination in Gastric 
Disease.”’ ' 

Dr. Alex. McPhedran, of Toronto—‘ Psycho- 
therapy.”’ : 

Dr. Colin K. Russell, of Montreal—‘‘ Epidemic 

Encephalitis and the Influence of Horse-Serum 
in Treatment.” 
- Dr. Wm. Goldie, of Toronto—“The Reasons 
for the Variations of Symptoms in Gastric Uleer.”’ 
‘ Dr. Allan Brown, of Toronto—“‘Effects of a 
High Protein Diet in the Treatment of Chronic 
Intestinal Indigestion in Children.’’ 
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occur: (1) The infant may remain heal- 
thy and develop normally. (2) Malnu- 
trition may occur without sign of rick- 
ets. (3) Symptoms of rickets may make 
their appearance. His conclusions are 
as follows: (1) That rickets has not been 
proved to be due to a deficiency of fat 
soluble a vitamin in the dietary. (2) In 
many cases it appears to be primarily due 
due to a diet deficient in fresh animal 
food; probably a suitable protein, or to 
a disturbed digestive condition which 
prevents the assimilation of the same. 
(3) The striking metabolic changes in 
rickets are due secondarily to a deficiency 
in secretion of one or more of the endocrine 
organs: (4) Confinement of young ani- 
mals, with its attendant evils, lack of 
sunshine, of exercise and of cleanliness, 
are important factors in increasing the 
severity of the disease. 


Recent experiments carried on in se- 
veral centres of research in the United 
States are beginning to throw new light 
on this still unsettled problem. It has 
been found that a serious mal-adjust- 
ment of the proportions of calcium or 
phosphorus in the food intake, or in 
their due absorption from the alimentary 
tract is a predisposing factor in the de- 
velopment of rachitis in the young of 
both animals and humans subjects. 
A very definite preventive and even the- 
rapeutic action in cod liver oil and in an 
exposure of young animals to sunlight and 
and ultra violet rays has been proved. 

Still more recently investigations have 
led to the conviction that there are two 
forms of the disease; one of which is 
characterized by a normal or nearly nor- 
mal calcium content in the blood with 
a low phosphorus content; the other by 
a normal or nearly normal phosphorus 
content but a low calcium content. In 
a recent article by Shipley, Park, McCol- 
lum and Simmonds it is pointed out that 
cases of even severe rickets may occur 
showing no tendency to the develop- 
ment of symptoms of tetany, whereas in 
other cases, even of a mild character, 
tetany in a manifest or latent form may. 
be present for many weeks. In their 
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opinion tetany is essentially an expres- 
sion of an insufficiency of the calcium ion 
in the nervous centres, whereas skeletal 
rachitis is a manifestation of some de- 
ficiency or of abnormal relative propor- 
tions in the calcium and phosphorus ele- 
ments in the body fluids. With this 
slight difference in the etiology both dis- 
orders may be manifested simultaneous- 
ly. When this is the case calcium should 
be administered, and associated with cod 
liver oil and perhaps heliotherapy to ef- 
fect the promptest results. The same 
writers cast doubt on the identity of 
vitamin A and the anti-rachitic factor, 
on account of the much greater value 
possessed by cod liver oil than by butter 
fat in promoting normal calcium supply 
to osseous tissues and correcting rachitic 
tendencies. 


THE SURGEON’S SOLILOQUY ON 
THE GALL-BLADDER 


(The usual apologies are extended) 


O leave or not to leave—that is the question. 
Whether ’tis better for the patient’s sake 
To leave the gall-bladder in its normal place, 
Or take it out and have no more to do 
With such a viscus? To remove! or drain 
For days; and by the draining try 
To save it for the natural death 
That flesh is heir to; ’tis a consummation 
Devoutly to be wished. To drain, to save; 
To save! perchance to function! ay there’s the rub; 
For if we take it out, no longer can we hope 
That bile will find its way into it, 
This must give us pause; and raise respect 
For. uses of this little organ. 
Who would bear the twinges and the aches 
The sudden cramp, the peristaltic waves, 
The pangs of moving gall-stones, the sudden stop 
Of flowing bile, the yellow colour, 
The constant misery of an itching skin, 
When he could have this organ taken out 
By a keen scalpel? who would internes bear 
To probe and swear o’er case reports, 
But for the dread of having it removed, 
The patient will he live as long and be as happy 
With the viscus out as if t’were left behind, 
Puzzles the surgeon and makes him cling to what 
‘The body has, than fly to something that he wots not of. 
Thus conscience should make cowards of us all, 
And thus the present style of amputation 
May give place to that of conservation, 
And enterprises of great pitch and moment: 
The beach in summer, the brand new car, 
The golf club membership, the summer fishing trip, 
With this regard are turned awry 
And fade into the distance. 
For if the thing is left within, we cannot 
Fee as much alas! as if t’were taken out! E.J.M. 
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N connection with the coming meeting at Winni- 
peg we have received the following inform- 
ation from the Local Committee: 


TRANSPORTATION 


Arrangements have been made by the Associa- 
tion whereby fare and one-half return will apply 
on Canadian Pacific Railway and Canadian Na- 
tional Railway all over Canada. The following 
stipulations by the railroads, however, are im- 
portant. Delegates must buy a single ticket to 
Winnipeg and when purchasing ticket, ask the agent 
for a convention certificate. This certificate is 
vised by the secretary at headquarters in Winni- 
peg, and then is good for half fare back. 

A minimum number of these certificates is re- 
quired, and should this minimum not be reached, 
the reduction will not be made. It is, therefore, 
most important to secure convention certificate 
when purchasing single ticket. 


HOTELS 


Good hotel accommodation will be provided 
for all making reservations. For those who do 
not, the same cannot be definitely promised. 

The committee, therefore, would urge that each 
doctor who purposes attending this Convention 
fill in the card he will receive and mail same 
premptly. Accommodation will be reserved in 
order received. Information booths will be es- 
tablished at the C. P. R. and Union Depots and 
to these visitors are requested to report on arrival 
in order that they may be conveyed to their ho- 
tels. 


PROGRAMME 


The Programme Committee has the assurance 
of being able to present a varied and interesting 
list of papers and addresses. There is no lack 
of material, and the response to the requests 
made by the Committee has been most gratify- 


ing. The fact that the Canadian Radiological 
Society and the Canadian Society of Anesthetists 
are meeting under practically the same arrange- 
ments as the Association, and at the same time, 
considerably broadens the scope of the conven- . 
tion. In this regard it is a pleasure to announce 
that Dr. Lewis Gregory Cole, of New York City, 
has accepted an invitation to present a paper on 
“Roentgen Indications for Surgical Procedures on 
Gastric Ulcer,” and that the Radiological Society 
expect to receive an extensive exhibit of plates 
from Dr. Carmen, of Rochester. 

The annual address in Medicine will be given 
by Dr. Llewellys F. Barker, of Baltimore, before 
an open evening meeting of the Association, and, 
in addition, Dr. Barker will present a short paper 
on a medical subject at the opening of the medical 
section. 

The following papers in medicine have been 
secured for the general afternoon meetings: 

Dr. Campbell Howard, of Iowa—‘‘Some Phases 
of Dysthyroidism.”’ 

Dr. John L. Todd, 0° Montreal—‘ The Fruits 
of Medical Research. ”’ 

Dr. D. A. Stewart, of Ninette—‘‘ Tuberculosis 
of the Intestine.’’ 

For the medical section the following interest- 
ing papers have been secured up to date: 

Dr. C. F. Martin, of Montreal—‘‘ Observations 
on Some Methods of Examination in Gastric 
Disease.”’ 

Dr. Alex. McPhedran, of Toronto—‘‘ Psycho- 
therapy.” 

Dr. Colin K. Russell, of Montreal—‘‘ Epidemic 
Encephalitis and the Influence of Horse-Serum 
in Treatment.” 

Dr. Wm. Goldie, of Toronto—‘‘The Reasons 
for the Variations of Symptoms in Gastric Ulcer.”’ 

Dr. Allan Brown, of Toronto—‘ Effects of a 
High Protein Diet in the Treatment of Chronic 
Intestinal Indigestion in Children.” 








Doctors F. G. Banting and C. H. Best, of 
Toronto— Treatment of Experimental Diabetes 
and Diabetes Mellitus by Pancreatic Extracts.’’ 

Dr. K.,A. Mackenzie, of Halifax—‘ Functional 
Paraplegia with a Case-Report.”’ 

Dr. Allison Cumming, of Vancouver—‘‘Some 
Data in Diabetes Mellitus,” in conjunction with 
Dr. R. E. Coleman, of the Laboratory Staff of the 
Vancouver General Hospital. 

Dr. 8S. J. S. Peirce; of Brandon—‘‘ Some Clinical 
Studies in Blood Cholesterol.’’ 

Dr. Charles Hunter, of Winnipeg—‘ Applica- 
tion of the New Psychology by the Internist and 
General Practitioner. ”’ 

Dr. Fred. Young, of Winnipeg—“ Direct Mea- 
surement of Venous Pressure.’’ 

Dr. A. J. Burridge, of Winnipeg—‘ Auricular 
Fibrillation. ”’ 

The Address in Surgery will be given by Dr. 
J. M. T. Finney, of Baltimore, and a full pro- 
gramme has been arranged, some of the papers 
being as follows: 

Dr. Primrose—‘ Tumor of the Breast, Malig- 
nant and Benign.” 

Drs. Bazin and Gurd—‘ Lung Abscess.’’ 

Dr. Risdon—‘ Plastic Surgery, Head and 
Neck.” 

Dr. Gordon, Vancouver, will describe a new 
Cysto-urethroscope. 

Dr. W. H. B. Aikins, of Toronto— Radium 
Therapy.” 

Dr. Alex. McK. Campbell—‘‘ Modern View- 
points in Intestinal Anastomosis. ”’ 

Dr. R. B. Deane—‘“‘ Coxa Plana—diagnosis and 
treatment.” 

Dr. Lewis G. Cole, 0° New York, will also pre- 
sent a paper before this section. 

Gall Bladder diseases will be dealt with by 
Drs. Graham and Boyd. 

In addition to this outline the Committee has 
on hand a number of pape s which have been 
contributed by men resident in Winnipeg. 

An evening meeting, which will be open to the 
public, is being arranged. It is hoped to secure 
as speakers eminent men from amongst the visi- 
tors. 

The Annual Meeting of the Canadian Medical 
Protective Association will be held immediately 
at the close of one of the morning sessions. 

A museum of pathological tissues is being ar- 
ranged, and while much of the material will be 
drawn from the Museum of the Medical College, 
Winnipeg, valuable contributions are promised 
from other Canadian Medical Schools. It is the 
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intention to have a morning demonstration with 
discussion by Drs. Miller, Campbell Howard, 
Primrose and Boyd. 


CANADIAN RADIOLOGICAL SOCIETY 


Dr. Lewis Gregory Cole, New York City; Dr. 
Carman, Mayo Clinic, Rochester; Dr. ‘Bissell, 
Minneapolis; Dr. Stephens, Detroit; Dr. Orn- 
dorff, Chicago; Dr. Tyler, Omaha, are some of 
the visiting Radiologists who will take part in 
the programme. 

Suitable space has been obtained for a large 
scientific exhibit, and any one having cases of 
unusual interest will confer a favour by sending 
plates in three days before the opening date of 
the meeting. Your hearty co-operation will be 
much appreciated. 


DON’T FORGET THE DATES—MAKE 
RESERVATIONS EARLY 
J. C. MeMillan, M.D., 
904 Boyd Bldg., Winnipeg. 
Chairman, Local Committee on Arrangements. 


CANADIAN: SOCIETY OF ANZSTHETISTS 


The second annual meeting of this Society will 
be held in conjunction with the Canadian Medical 
Association June 20th to 21st. 

Arrangements have been made to hold the 
sessions at Winnipeg at the Royal Alexandra 
Hotel. The social activities of this Society will 
be held jointly with those of the Canadian Medi- 
cal Association. 

A gavel presentaticn by the Society’s first 
President—Samuel Johnston, Toronto. 

The following papers have so far been promised: 

Wm. Webster, Winnipeg—‘President’s Ad- 
dress—Anesthesia of the New Ethers.” 

Professor Ardrey W. Downs, University of 
Alberta, Edmonton. ‘‘The Reaction of the 
Blood in reference to the regulation of Respir- 
ation and the influence of Anaesthesia thereon.” 

E.. I. McKesson, Toledo, Ohio— Eleven 
Years’ Observation of the Minute Volume of 
Respiration in Anesthesia with a Discussion of 
some of the Factors Influencing the Same.” 

Henry G. Barbour, Raymond L. Stelile and 
Wesley Bourne, Montreal.—“Studies of Acido- 
sis in Anzsthesia.”’ 

Beaumont §. - Cornell, Brockville, Ont.— 
“The Breathing of Nephritics.”’ 

J. W. Duncan, Montreal—‘On the Relief 
of Pain in Obstetrics.” 





348 THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


D. C. Aikenhead, Winnipeg—‘‘A Review of 
the Post-Operative Pulmonary Complications in 
7,000 cases of Anesthesia. ”’ 

W. B. Howell, Montreal—“Ether Anesthe- 
sia and Fatty Liver.” 

F. H. McMechan, M.D., Avon Lake, O.— 
“Newer Trends in Anesthesia. ”’ 

Raymond L. Stehle and Wesley Bourne, M.D., 
Montreal—‘‘ Anesthetic Properties of Pure 
Ether.”’ 

W. G. Hepburn, Montreal—‘“‘A Review of 
Spinal Anzesthesia.”’ 

E. I. McKesson, Toledo, O.—‘‘ Nitrous 
Oxide-Oxygen in Nose and Throat Surgery.”’ 

Dr. Slater, Winnipeg—“The Welfare of the 
Surgical Patient.’’ 

W. B. Howell, W. G. Hepburn and Wesley 
Bourne, Montreal—‘On the Teaching of 
Anesthesia to Medical Students.”’ 

kK. G. Grant, Winnipeg—‘‘The Post-Opera- 
tive Incidence of Acetone and CO? Content of 
the Blood.”’ 

An entire morning is set aside for clinical 
demonstrations in anaethesia by leading anaes- 
thetists. 

Final Executive Session. 

The date of the meeting is the same as that of 
the C.M.A. 

Dr. Wm. Webster, 
General Hospital, Winnipeg, Man. 
Local Representative. 


COMMERCIAL EXHIBITS 

A large amount of space in close proximity to 
the rooms used by the Association for its Meetings 
has been allotted for Commercial Exhibits. 
From present indications the exhibits will be 
extensive and varied. 

ENTERTAINMENT 
Details of the Entertainment Programme have 


tee has not yet decided upon the amount of time 
that will be available for recreational features. 
Generally speaking, however, our visitors, 
especially the ladies, may be assured of a 
good time. 

For those of athletic inclination, every facility 
will be provided. All the Winnipeg Golf Courses 
will be open to members of the Association and 
the ladies who accompany them. Luncheons 
will be held daily at the Royal Alexandra Hotel 
immediately following the sectional and business 
meetings, at which brief addresses will be made 
by non-medical speakers. The idea in holding 
these luncheons is that the work of the sections 
and various committees may be more consolidat- 
ed and punctual. An evening Reception and 
Dance at the Legislative Buildings will probably 
be held. The President and Mrs. Montgomery 
will hold an afternoon reception at their country 
home. Trips to Lower Fort Garry and other 
points of interest are being arranged. Special 
Ladies’ Luncheons, Teas and Golfing Contests 
are being planned. One evening will be devoted 
to a Dinner and Vaudeville entertainment. 


INQUIRIES 


The following Local Officials will be glad to 
answer any inquiries:— 

Dr. F. C. Bell, Medical College, Secretary 
' Programme Committee and Chairman, Com- 
mercial Exhibits. 
Dr. G. 8. Fahrni, 507 Boyd Building, Chair- 
man, Hotels and Transportation Committee. 
Dr. J.C. McMillan, 904 Boyd Building, Lo- 
cal Representative Canadian Radiological So- 
ciety. 
Dr. Wm. Webster, General Hospital, Presi-_ 
dent Canadian Society of Anzsthetists. 
Dr. A. T. Mathers, Psychopathic Hospital 
Local Secretary, C.M.A. 


not been perfected, as the Programme Commit- 
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Doctors F. G. Banting and C. H. Best, of 
Toronto— Treatment of Experimental Diabetes 
and Diabetes Mellitus by Pancreatic Extracts.” 

Dr. K. A. Mackenzie, of Halifax—“ Functional 
Paraplegia with a Case-Report.”’ 

Dr. Allison Cumming, of Vancouver—‘‘Some 
Data in Diabetes Mellitus,”’ in conjunction with 
Dr. R. E. Coleman, of the Laboratory Staff of the 
Vancouver General Hospital. 

Dr. 8. J. S. Peirce, of Brandon—‘“‘ Some Clinical 
Studies in Blood Cholesterol.” 

Dr. Charles Hunter, of Winnipeg—‘“ Applica- 
tion of the New Psychology by the Internist and 
General Practitioner.”’ 

Dr. Fred. Young, of Winnipeg—“ Direct Mea- 
surement of Venous Pressure.”’ 

Dr. A. J. Burridge, of Winnipeg—‘ Auricular 
Fibrillation.” 

The Address in Surgery will be given by Dr. 
J. M. T. Finney, of Baltimore, and a full pro- 
gramme has been arranged, some of the papers 
being as follows: 

Dr. Primrose—‘‘Tumor of the Breast, Malig- 
nant and Benign.”’ 

Drs. Bazin and Gurd—“ Lung Abscess.’’ 

Dr. Risdon—‘‘Plastic Surgery, Head and 
Neck.” 

Dr. Gordon, Vancouver, will describe a new 
Cysto-urethroscope. 

Dr. W. H. B. Aikins, of Toronto—‘‘ Radium 
Therapy.” 

Dr. Alex. McK. Campbell—‘‘ Modern View- 
points in Intestinal Anastomosis. ”’ 

Dr. R. B. Deane—“‘ Coxa Plana—diagnosis and 
treatment.”’ 

Dr. Lewis G. Cole, 0“ New York, will also pre- 
sent a paper before this section. 

Gall Bladder diseases will be dealt with by 
Drs. Graham and Boyd. 

In addition to this outline the Committee has 
on hand a number of pape s which have been 
contributed by men resident in Winnipeg. 

An evening meeting, which will be open to the 
public, is being arranged. It is hoped to secure 
as speakers eminent men from amongst the visi- 
tors. 

The Annual Meeting of the Canadian Medical 
Protective Association will be held immediately 
at the close of one of the morning sessions. 

A museum of pathological tissues is. being ar- 
ranged, and while much of the material will be 
drawn from the Museum of the Medical College; 
Winnipeg, valuable contributions are promised 
from other Canadian Medical Schools. . It is the 
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intention to have a morning demonstration with 
discussion by Drs. Miller, Campbell Howard, 
Primrose and Boyd. 


CANADIAN RADIOLOGICAL SOCIETY 


Dr. Lewis Gregory Cole, New York City; Dr. 
Carman, Mayo Clinic, Rochester; Dr. Bissell, 
Minneapolis; Dr. Stephens, Detroit; Dr. Orn- 
dorff, Chicago; Dr. Tyler, Omaha, are some of 
the visiting Radiologists who will take part in 
the programme. 

Suitable space has been obtained for a large 
scientific exhibit, and any one having cases of 
unusual interest will confer a favour by sending 
plates in three days before the opening date of 
the meeting. Your hearty co-operation will be 
much appreciated. 


DON’T FORGET THE DATES—MAKE 
RESERVATIONS EARLY 


J. C. McMillan, M.D., 
904 Boyd Bldg., Winnipeg. 
Chairman, Local Committee on Arrangements. 


CANADIAN SOCIETY OF ANZSTHETISTS 


The second annual meeting of this Society will 
be held in conjunction with the Canadian Medical 
Association June 20th to 21st. 

Arrangements have been made to hold the 
sessions at Winnipeg at the Royal Alexandra 
Hotel. The social activities of this Society will 
be held jointly with those of the Canadian Medi- 
cal Association. 

A gavel presentaticn by the Society’s first 
President—Samuel Johnston, Toronto. 

The following papers have so far been promised: 
- Wm. Webster, Winnipeg—‘President’s Ad- 
dress—Anesthesia of the New Ethers.” 

Professor Ardrey W. Downs, University of 
Alberta, Edmonton.—‘‘The Reaction of the 
Blood in reference to the regulation of Respir- 
ation and the influence of Anaesthesia thereon.” 

EK. I. McKesson, Toledo, Ohio—‘ Eleven 
Years’ Observation of the Minute Volume of 
Respiration in Anesthesia with a Discussion of 
some of the Factors Influencing the Same.” 

Henry G. Barbour, Raymond L. Stehle and 
Wesley Bourne, Montreal.—‘‘Studies of Acido- 
sis in Anesthesia.’’ . 

Beaumont °S. - Cornell, Brockville, Ont.— 


' “The Breathing of Nephritics.”’ 


J. W. Duncan, Montreal—“On the Relief 
of Pain in Obstetrics.” , a 
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D. C. Aikenhead, Winnipeg—“‘A Review of 
the Post-Operative Pulmonary Complications in 
7,000 cases of Anesthesia. ”’ 

W. B. Howell, Montreal—‘‘Ether Anzsthe- 
sia and Fatty Liver.” 

F. H. McMechan, M.D., Avon Lake, O.— 
“Newer Trends in Anesthesia.”’ 

Raymond L. Stehle and Wesley Bourne, M.D., 
Montreal—‘ Anesthetic Properties of Pure 
Ether.”’ 

W. G. Hepburn, 
Spinal Anesthesia. ”’ 

E. I. McKesson, Toledo, O.—“ Nitrous 
Oxide-Oxygen in Nose and Throat Surgery.”’ 

Dr. Slater, Winnipeg—‘‘The Welfare of the 
Surgical Patient.”’ 

W. B. Howell, W. G. Hepburn and Wesley 
Bourne, Montreal—‘On the Teaching of 
Anesthesia to Medical Students.” 

K. G. Grant, Winnipeg—‘‘The Post-Opera- 
tive Incidence of Acetone and CO? Content of 
the Blood.”’ 

An entire morning is set aside for clinical 
demonstrations in anaethesia by leading anaes- 
thetists. 

Final Executive Session. 

The date of the meeting is the same as that of 
the C.M.A. 


Montreal—‘A Review of 


Dr. Wm. Webster, 
General Hospital, Winnipeg, Man. 
Local Representative. 


COMMERCIAL EXHIBITS. 

A large amount of space in close proximity to 
the rooms used by the Association for its Meetings 
has been allotted for Commercial Exhibits. 
From present indications the exhibits will be 
extensive and varied. 

ENTERTAINMENT 

Details of the Entertainment Programme have 

not been perfected, as the Programme Commit- 
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tee has not yet decided upon the amount of time 
that will be available for recreational features. 
Generally speaking, however, our visitors, 
especially the ladies, may be assured of a 
good time. 

For those of athletic inclination, every facility 
will be provided. All the Winnipeg Golf Courses 
will be open to members of the Association and 
the ladies who accompany them. Luncheons 
will be held daily at the Royal Alexandra Hotel 
immediately following the sectional and business 
meetings, at which brief addresses will be made 
by non-medical speakers. The idea in holding 
these luncheons is that the work of the sections 
and various committees may be more consolidat- 
ed and punctual. An evening Reception and 
Dance at the Legislative Buildings will probably 
be held. The President and Mrs. Montgomery 
will hold an afternoon reception at their country 
home. Trips to Lower Fort Garry and other 
points of interest are being arranged. Special 
Ladies’ Luncheons, Teas and Golfing Contests 
are being planned. One evening will be devoted 
to a Dinner and Vaudeville entertainment. 


INQUIRIES 


The following Local Officials will be glad to 
answer any inquiries:— 

Dr. F. C. Bell, Medical College, Secretary 
Programme Committee and Chairman, Com- 
mercial Exhibits. 
Dr. G. 8. Fahrni, 507 Boyd Building, Chair- 
man, Hotels and Transportation Committee. 
Dr. J. C. McMillan, 904 Boyd Building, Lo- 
cal Representative Canadian Radiological So- 
ciety. 
Dr. Wm. Webster, General Hospital, Presi- 
dent Canadian Society of Anesthetists. 
Dr. A. T. Mathers, Psychopathic Hospital 
Local Secretary, C.M.A. 


Fifty-Third Annual Meeting 


Canadian Medical Association 
WINNIPEG, JUNE 20th to 23rd, 1922 


E. W. MONTGOMERY, WINNIPEG 


President 








¢ 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 






349 


Correspondence 


SPINAL PRESSURE 
(From Toronto Star Weekly of February 18, 1922), 


Editor Star Weekly. The Star weekly of Feb- 
ruary 11th contains a lengthy article explaining 
the causation of bodily ailments namely, two 
vertebrae coming into apposition whereby the 
nerve supply to a part is cut off by pressure on 
the nerve; and the cure for same namely, ad- 
justing the vertebrae whereby the pressure is re- 
moved from the nerve permitting the nerve ener- 
gy or life or whatever it is to flow through making 
the sick member or organ well. 

By way of illustration a hose pipe is referred to, 
and quite logically it is pointed out that if one 
steps on the hose completely compressing it 
the water will fail to flow through until the pres- 
sure is removed. But this pre-supposes that both 
the hose pipe and the foot (the nerve and the pres- 
sure) are available. 

Now I have always understood that there were 
ten or twelve cranial nerves which went directly 
from the brain to their respective destinations 
without emanating from the spinal column (hose 
pipe) at all. These nerves, according to the ana- 
tomists and physiologists control the senses of 
smelling, seeing, hearing and tasting and consti- 
tute the innervation of the head. By what verte- 
brae, then, do they become compressed and how 
does chiropractic spinal adjustment start the 
juice flowing through them to relieve the many 
ills affecting the eyes, ears, nose, etc., to which 
the human is heir? Perhaps the scientists are all 
wrong and there aren’t any cranial nerves at all. 

Again returning to the hose pipe—so long as 
it is compressed there is certainly no flow of 
water. How then before the advent of chiro- 





_ questions. 


practors did any sick part of the human body be- 
come well when there were no practitioners to 
separate jammed vertebrae? And by what freak 
of nature does the compressed nerve of the pa- 
tient (the millions of patients) of the recognized 
medical practitioner be relieved whereby recovery 
ensues and the individual becomes perfectly well? 
Maybe he isn’t cured at all—just thinks he is. 

What strange phenomenon dislocated so many 
vertebrae during the so-called influenza epidemics? 

So-called typhoid fever used to be a plague 
and a scourge. Why is it that we see so little of 
it now? Something must have destroyed the 
atom that went around dislocating the vertebral 
culprits that were responsible for instance for 
the many thousands of cases of typhoid among the 
British troops during the South African War. 

Said the first comedian, ‘‘ We would have some 
ham and eggs if we had some ham.” “Yes,” 
answered the second comedian, ‘And if we had 
some eggs.”’ 

You cannot put your foot on the hose if it 
isn’t there and especially if your foot isn’t there 
also. 

Perhaps the chiropractor who uses the hose 
pipe illustration will give a common sense answer 
to the points which I have raised. 

Yours for the truth, 


Toronto. CrTizEN 


Epitor’s Note—Citizen asks some pertinent 
Greater light will inceasingly be 
thrown upon the whole matter of irregular prac- 
questions. Greater light will increasingly be 
formed. In this matter the public looks to us 
for rational, unbiased information. 








THE EARLY HISTORY OF VACCINATION 


AN UNPUBLISHED LETTER BY EDWARD JENNER 


A valuable autograph letter by the great 
Edward Jenner, apparently never made public, 
has been placed before us, by a student in the 
School of Graduate Nurses at McGill.* It is 
written to a Miss Newcome, and is evidently 
addressed through her to certain ladies who ap- 
pear to have been conducting a campaign on 
behalf of vaccination against small-pox, in 
Chester and the vicinity, and it answers, simply 
and convincingly, a number of questions on the 
subject that have been propounded in the prev- 
ious letter to which it is a reply. It thus gives 
an interesting insight into the propaganda used 
in England for the introduction of this great 
measure, and also into the thoroughly scientific 
attitude and attributes of its famous English 
expositor. 

In this connection it is interesting to read, 
in Baron’s life of Jenner* that, in addition to 
professional men all over the world, large num- 
bers of lay people, both ladies and gentlemen, 
successfully practised vaccination at this time; 
among these he especially mentions the Rev. 
Rowland Hill, Miss Bayley of Hope, near Man- 
chester, and Mrs. Kingscote of Hinton House, 


Hants. He says: 
‘‘Notwithstanding the clamour which was 
raised against unprofessional vaccinators, 


they rendered good service to the cause. They 
were obedient and teachable, and certainly in 
the main conducted the practice with greater 
suecess than many professional persons. I have 
often heard Dr. Jenner speak with satisfaction 
of the conduct of the ladies. Miss Bayley in 
particular managed the process with much skill 
and perseverance. In order to detect any case 
of failure that might occur in her practice she 
told the poor that she would give a reward of 
five shillings to anyone who could produce an 
instance of small-pox after vaccination perform- 
ed by her. Out of 2,600 cases, only one was 





*For this privilage we are indebted to Miss Vic- 
toria Winslow, who obtained the letter on loan from 
its owner, Mrs. Cartwright Allen, of Millbrook, Ont. 
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brought to claim the reward, but on referring 
to her journal she found a mark against the 
name, indicating her belief that vaccination had 
not properly taken effect.’’ 

The letter is dated nearly 115 years ago, on 
April 10th, 1808, and is written in a clear, flow- 
ing angular hand. It occupies eight pages in 
two double sheets, which are folded and sealed 
in the manner of the time, and addressed as 
follows on the blank ‘surface: 





Facsimile (photograph) of address on letter 
here published by Edw. Jenner. 

It reads as follows :- 
Dear Ladies: 

To you who know so well how variously my 
time is oceupied, I seareely need make any apol- 
ogy for so long delaying to answer your obliging 


Letter. Since your departure I have _ been 
necessitated to pay a visit to the Metropolis and 
stay a fortnight there, a circumstance that has © 
added not a little to the general confusion of 
my epistolary concerns; however without saying 
more on these subjects I will at once congratu- 
late you on your having opened the Vaccine 
Campaign so successfully. May this species of 
warfare never terminate till you have driven 
from your Country the most formidable Foe 
that ever invaded it. I should have enjoyed 
being of your party when your first visit com- 
menced among the Cottagers, but must own that 
nothing would have delighted me more than 
hearing your Lectures on Vaccination delivered 
to the Clergyman, whom you delegated to take 
charge of the business on your absence. 

I will now proceed to answer your questions 
in the order they occur. 








1st As to the mark—Is the mark similar to 
the natural cowpock? Yes, if the Pock by 
chance (for this is a very rare occurrence) as- 
sumed the same form as that produced by a 
Lancet. Observe—every case of Cowpox, 
whether casually from the Cow or artificially 
excited, must necessarily be a case of inoculation, 
as the disease cannot arise spontaneously on the 
human Being nor by any other means than by 
bringing the infected matter in contact with 
the skin. 


2nd Is the security obtained on the 8th day? 
As far as I have seen always provided the Pock 
has proceeded regularly up to that period of 
time. 


3rd Is it a preventive of itself? 
Not uniformly so. 


4th Why is the scab the least eligible source 
of infection ? 

The scab must of course be made up of Cow- 
pock matter formed at different periods of its 
progress, hence I conclude that its edges are 
less likely to produce the perfect Pock than its 
centre, because the latter contains the perfect 
in its inspissated state, the former can only be 
that which was formed after the Areola (the 
red blush that surrounds the Pustule) was com- 
plete. 

The little Schoolmaster deceived us having 
never appeared at headquarters since he made, 
in your presence, his faithful promises. 

I do admire the mode in which you keep your 
Cases, and think your accuracy exceeds that 
of any Institution or private Vaccination in 
the British Empire, perhaps in the World. Your 
failing frequently to infect must have arisen 
from the lancet being placed in timid hands; and 
to this cause I also attribute the Pustule being 
smaller on the 8th day than you usually saw it 
here. Don’t be afraid in future to make your 
punctures larger. Some of the irregularities 
you mention were clearly owing to coincident 
diseases of the Skin. Further comments or 
observations would be needless to you who are 
so competent to make them yourselves. 

The Ringwood cases, foolishly enough, seem 
to have made an impression everywhere. I 
must request you to produce Mr. Blair’s pamph- 
let on this Subject ; and you will be much pleased 
with the perusal of a small pamphlet from the 
pen of ingenious Mr. Scully of Totnes on Vac- 


cination. As you will find yourselves occasional-. 
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ly drawn into controversy a vaccine Lib- 
rary will be a Tower of defence against our 
enemies. 

One question of some importance still remains 
to be answered. A fine little boy about six 
years old came to my House in Town last 
spring and presented me with a nosegay. He 
was accompanied by his mother. ‘‘Pray, young 
Gentleman who are you,’’ said I. ‘‘ Edward 
Jenner’’ said the boy. The mother then told 
me that his unhappy father died of the small- 
pox just at the time he was born, and in the 
same room; and that Dr. King, who attended 
her, vaccinated her Infant at half an hour old. 
Thus was he shielded from the horrid Pestilence 
that had destroyed his Father. Don’t you 
think the little urchin’s bouquet smelt sweet? 
On an emergency no period of human existence 
is too early for vaccination, but I must remark 
that when it is to our choice, it may be prudent 
to defer the operation till an infant is a month 
old. Your seal bears a very correct representa- 
tion of the Vaccine pustule. 


to GL pum tL een om Spo aes Chane 


CnMwlatn 4 Aart yea 


aner 


The reference in this letter to the Ringwood 
Cases is also of great interest. The same author 
relates, Vol. 8p. 108-109, that an epidemic had 
broken out at Ringwood, Hampshire, about 
the middle of September, 1807, which spread 
rapidly and with great mortality. Vaccination 
was commenced on October 23rd., after all had 
been previously exposed to small-pox. Some. 
200 persons were, nevertheless, successfully vae- 
cinated, and no person in the vicinity appears 
to have caught the small-pox after vaccination. 
Some supposed failures were, however, reported. 
These were made the subject of a false and exag- 
gerated alarm by the opponents of the cause. 
The affair- was brought before the Royal Jen- 
nerian Society, and was made the subject of a 
thorough public investigation. The result was 
a complete and triumphant refutation by Jenner 
and his friends of the assertions made through 
the blind and inveterate opposition of the anti- 


vaceinationists of the time. 
M. E. ABBOTT 





*The Life of Edward Jenner, by John Baron, M.D., 
F.R.S., London, 1838. 





THE LIFE OF JACOB HENLE* 


This is the first biography in the English 
language of that humorous and human person- 
ality known as Jacob Henle. The measure of 
a man’s success in life is often revealed by his 
character in old age. Let it be said at once that 
Henle’s was a delightful old age. There are 
many things about Henle which suggest that 
familiar and loved Bostonian—Jacobi. For 
Henle was also a Jew, although early in his life 
the entire family were converted to Christianity. 

During his student days in Heidelberg while 
undetermined whether to plan a clinical or acad- 
emic eareer, he expressed himself charmingly 
in the following letter :- 

*‘T am still undecided regarding my future. 
Much draws me to the practical, especially the 
position of a physician who knows how to make 
friends and inspire confidence. On the other 
hand, I have the knowledge that I can pursuethe 
eareer of a teacher, and to sit in a lecturer’s 
chair with believing open-mouthed youngsters 
in front of me, devouring with pointed pens 
every word as though it were an oracle, and 
laughing at every poor joke which I surely will 
not fail to make ex-officio—this is not a bad 
picture. But the years of a privat docent! the 





__ *By Victor Robinson, M.D. Published by Medical 
Life Company, New York. Price $3.00, 1921. 


Antiscorbutic Value of Dehydrated Fruits 
Experiments were made by PuILuip F. Eckman, 
Minneapolis (Journal A. M. A., March 4, 1922), 
. to determine to what extent, if at all, the antis- 
_corbutic vitamins are contained in dehydrated 
fruits. The experiments consisted in feeding 
observations on guinea-pigs. The dried fruits 
used were peaches, apricots, apples, pears, prunes, 
cherries and loganberries. Water and _ alfalfa- 
flour mixture were fed ad libitum, and varying 
amounts of the fruit were used. When scurvy 
symptoms were prominent and marked loss of 
_ weight occurred, the amount of fruit was increased 
in the effort to prevent a fatal issue of the disease 
Necropsies on practically all of the animals wer 
held, and in all cases definite evidences of scurvy 
were observed, such as subperiosteal hemorrhage: , 
especially in the limbs and cheeks, evidence of 
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years of dependence and huddling; and on the 


.other hand, the seven first lean years of prac- 


tice. In short, I am and remain undecided.’’ 
Johannes Miiller easily persuaded him to make 
the decision which eventually meant so much 
for anatomy. 

About this time in a letter to his parents he 
deseribes his plan of life and that he shall in 
the proper time ‘‘marry a young, beautiful, wise 
and rich girl, who speaks French, plays the 
piano and knows how to manage horses.’’ His 
subsequent romantic marriage to Elise Egloff, 
the nursing maid, and a year or so after her 
death to Marie Richter hardly bear out this 
youthful prophesy. 

The dominating passion of his extra-profes- 
sional life was music which to him was ever a 
solace and way of peace. The ‘‘hobby’’ the im- 
portance of which Osler never tired of emphasiz- 
ing. 

His method of work, his attitude towards the 
student and the profession, his difficulties in 
reforming various faculties and his eventual 
peaceful old age at Gdttingen are all well nar- 
rated in the volume under review. 

One indeed feels grateful that such men as 
Dr. Victor Robinson are interesting themselves 
in medical biography, that the fruits of their 
labour, by a knowledge of the past, may further 
the art and practice of medicine. 

H. P. WricHt 


intramuscular and subcutaneous hemorrhages, 
hemorrhagic nodules at the costochondral junc- 
tions, and enlarged and hemorrhagic suprarenals. 
The principal antemortem signs were marked loss 
of weight and appetite, subcutaneous hemorr- 
hages, marked psuedoparalysis of the limbs, and 
in one case on apples a prolapse of the rectum. 
From these experiements it appears evident that 
the only one of the dried fruits tested which con- 
tains sufficient antiscorbutic vitamin to maintain 
the life of a guinea-pig when fed in not too exces- 
sive quantities is the peach. Of this fruit it 
appears that 4 gm. a day, although insufficient to 
prevent scurvy, delays it for three or four months. 
Although further trial did not bear it out, earlier 
experiments indicated some value in apricot and 
apples. Pears, prunes, loganberries and cherries 
seemed to have even less value’-—Jour. A. M. A., 
Mar 4, 1922. 
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Hbstracts from Current Literature 
SURGERY 


Pre-Operative Preparation of Patients with 
Obstructive Jaundice. Walters, W.: Surg. 
and Obstet., Dee. 1921, Vol. 33. 


The article is based on reports from patients 
operated on in’ Mayo Clinic—1918-19-20 in 
which blood coagulation time estimations were 
tabulated. 

The principal cause of death as shown at 
autopsy was due to intra-abdominal haemor-. 
rhage, a continuous oozing from the tissues 
taking place. The exact source of haemorrhage 
eould not be determined. Post-operative 
haemorrhage occurred in most cases where the 
coagulation time of venous blood was longer 
than 9 minutes. 


The author concludes from a series of experi- 
ments on animals and from its application to 
patients operated upon that intravenous injec- 
tions of 5 ce. of a 10% solution of Calcium 
Chloride over a period of three days greatly 
diminishes the coagulation time and the tox- 
icity of blood. 


Jaundiced patients are given large quanti- 
ties of carbo-hydrates by mouth and along 
with this 15% solution glucose in tap water 
by proctoclysis using the Murphy drip, because 
carbohydrates act in a protective manner to 
prevent the disintegration of body proteins. 
4000 c.c. of water daily is given by mouth to 
inerease the body fluids and to aid in the 
elimination of bile pigments. 

Great care should be taken to produce as 
little trauma to the tissues as possible especial- 
ly to the liver, and when possible Cholecystec- 
tomy should not be performed as a primary 
operation because of the injury done to the 
liver. 

When calcium chloride does not sufficiently 
diminish the coagulation time blood transfu- 
sion is indicated 24-48 hours before operation. 

. B. F. MACNAUGHTON 


Resection vs. Gastro-enterostomy in the Treat- 
ment of Gastric and Duodenal Ulcer. De. 
Quervain, F.: Surg. Gynaee. and Obst., 

Jan. 1922, Vol. 34. 


This article is based upon the careful investi- 
gation of 247 cases which were submitted to 
operation. 

The indications for operation are repeated 
haemorrhage, pyloric stenosis and failure to 
obtain relief from symptoms after prolonged 
medical treatment. 

Special points brought out in the diagnosis 
are that only 2-5 of gastric and 1-3 of 
duodenal ulcers show hyperacidity. Lactic 
acid was not present in one case of benign 
ulcer. The benzidene and guaiac tests for oc- 
eult blood gave 65% positive results in duo- 
denal, and 50% in gastric ulcers. Roentgen 
examination gave exact localization of 87% of 
gastric ulcer. Duodenal ulcers were diagnosed 
by a process of exclusion in 54%. In 6 per cent 
of cases a positive diagnosis of benign from 
malignant ulcer could not be made without sub- 
mitting a section to microscopic examination. 
Carcinomatous change in the benign ulcer was 
definitely shown in 1.4% of cases. 

The mortality of the gastro-enterostomies was 
6.5%. .This high percentage was explained by 
the fact that the most unfavourable ulcers were 
submitted to this operation. Resection gave 
7.7% mortality. The chief causes of death were 
lung complications e.g. pneumonia and emboli. 
Jejunal ulcer was observed eight times. It was 
much more common in eases treated by pyloric 
exclusion and also when non-absorbable sutures 
were used. 

Cases that are free from symptoms after four 
years of repeated examination are classified as 
cures. Gastro-enterostomy gave 75% of cures, 
whilst transverse excision of stomach or the 
sleeve operation gave 90%. Duodenal ulcers 
showed 65% of cures by  gastro-enterostomy 
whilst in 9 cases treated by excision, all were 
cured. 

The advantages of the transverse excision of 
stomach are the higher percentage of cures, the 
absence from danger of late bleeding from the 
ulcer and the rarity of peptic ulcer following it. 
The disadvantages are that it is a more severe 
operation and consequently there is a greater op- 
portunity for the production of emboli and lung 
complications. It also requires a more skilled 
operator and assistants. 


W. ALLAN CURRY 
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Studies of the Function of the Gall Bladder. 
Harer, W. B., Hargis, E. H. and Van Met- 
er, V. C.: Surg. Gyn. and Obstet., Mareh 
1922, Vol. 34. 


The doubt which exists today, as to the ac- 
tual function of the gall bladder, led the writers 
to investigate the various theories which have 
been advanced by the majority of medical au- 
thorities. The fact that the gall bladder is mis- 
sing in such animals as the rat, deer and horse 
has prompted many prominent men to consider 
the organ as a vestigial one. Removal of gall 
bladder in animals which do _ possess _ one, 
entails no serious effects. If this theory is the 
correct one why should the organ be as well 
developed in man, as it is in the lowest verte- 
brate? One of the most popular theories is 
that the gall bladder it simply a reservoir for 
storing the surplus bile. Its capacity has been es- 
timated at approximately 50 cubic centimeters, 
while the total daily secretion of bile is estim- 
ated at about 1000 cubic centimeters. Grant- 
ing that the gall bladder can expand to three 
or four times its normal capacity, as stated by 
C. H. Mayo, it would still be inadequate to hold 
all the bile secreted between meals. If the or- 
gan acts as a reservoir we should expect to 
find a layer of muscle in the wall sufficiently 
strong to empty the viscus quickly. Muscular 
tiss.e is present which causes rhythmic con- 
tractions at the rate of five to eight per minute 
but the pressure exerted is not much more than 
the maximum secretion pressure of the bile. 
Sweet considers that the muscle tissue in the 
wall of the gall bladder is entirely inadequate 
to empty the organ, the act being performed by 
means of pressure from adjacent distended or- 
gans and by the milking action of the peris- 
taltic waves. 

Another theory ascribed to the gall bladder 
is that it is a regulator of the flow of bile. 
Most animals have a definite sphincter muscle 
at the ampulla of the vater. Where a gall 
bladder is present, the sphincter is much 
stronger and the bile is discharged intermit- 
tently. After cholecystectomy the intermit- 


tent discharge of bile is continued for some 
time. This leads one to believe that the spline- 
ter is more responsible for the regulation of 
the flow than is the presence or absence of the 
gall bladder. 

Some consider that the gall bladder in some 
way regulates the pressure between the liver 
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and pancreas. One of the strongest arguments 
against this theory is the fact that in only 35 
per cent of all cases is the arrangement of the 
pancreatic ducts and bile ducts such as_ to 
make regurgitation into the pancreas possible. 

There seems no doubt that concentration of 
the bile takes place in the gall bladder, the eys- 
tic bile being 6 to-10 times as rich in solids 
as is the hepatic bile. After cholecystogast- 
rostomy the gall bladder undergoes atrophy 
being unable to perform its function. As the 
gall bladder has a very rich lymphatic supply 
and a poor venous supply, the concen- 
tration is more likely due to the former system. 
Solutions injected into the gall bladder are 
recovered very soon afterward in the lymphat- 
ies. GEO. A. FLEET 


Benign Tumours of the Stomach. Eustermann, 
Geo. B. and Senty, Elmer G.: Surg. Gyn. 
and Obst., Jan. 1922, Vol. 34. 


A pre-operative diagnosis of benign gastric 
neoplasm is exceedingly difficult in the majority 
of cases, and has rarely been made, at least 
until very recently. 

This article is based upon clinical material 
comprising 27 eases, all verified at operation, 
and composed of 10 myomata, 5 fibromata, 4 
angiomata, 2 dermoids, 1 gastric polyposis, 2 
adenomata and 3 polypi. The 27 patients in 
the series were under observation in the Mayo 
Clinic between the years 1907 and 1921, and 
they represent 1.3% of all the gastric tumours 
which have been operated upon in that Clinic. 

Seventeen of the entire number were classi- 
fied as primary growths, because they were 
found to be the chief cause of the patient’s com- 
plaint. In 13 cases‘the tumours were in close 
proximity to the pylorus, in 5 they occupied the 
posterior wall, in 5 the anterior wall, and in 2 
they were generally distributed throughout the 
stomach. In one case oesophagus and jejunum 
were involved, and in one the exact location is 
not stated. 

Size and shape of tumours varied because of 
various types encountered. The majority were 
sessile rather than pedunculated. 

Gastric analysis and symptomatology afforded 
little aid in diagnosis. Seven patients had 
palpable tumours. Average loss of weight in 
primary group was 25 lbs. Ten patients had 
recurring haemorrhage with secondary 











anaemia and weakness. Seven patients had 
obstruction, and one with fibromyoma had an 
intussusception of the posterior wall of the 
stomach into the duodenum. Severe painful seiz- 
ures, simulating gall stone colic, were noted in 
several cases where tumour was close to pylorus; 
while others in this position had the duodenal 
uleer syndrome. 

The roentgenologic appearance of large tu- 
mours is indistinguishable from that of gastric 
cancer. 

Fifty per cent of benign tumours are found 
in patients over 40. There is no characteristic 
syndrome, and gastric chemism ranges from 
achylia to hyperacidity with hypersecretion. 

Common complications are recurring haemor- 
rhage and pyloric obstruction. 

Often patients with benign _ gastric 
tumours are refused operation because the con- 
dition is regarded as malignant and inoperable. 
The true nature of the lesion is discovered only 
when the patient insists upon operation, and in 
those who are operated upon the end results 
are excellent. H. K. MACDONALD 


Cancer of the Prostate and Seminal Vesicles 
Treated with Radium. Denning, C. L.: 
Surg. Gynae. and Obst., Jan. 1922, Vol 34. 
Gynae. and Obst., Jan. 1922, Vol. 34. 


Prostate cancer is one of the slowest growing 
malignant tumours and even after an elapse of 
4 to 5 years after treatment, we may not be 
justified in pronouncing a cure. All cases in this 
series were patients with advanced cancer, who 
were considered beyond the operable stage. The 
prostate was enlarged, nodular, fixed and stony 
hard. Seminal vesicles were involved in 90% 
of cases. The rectal wall was involved in 15% 
of cases, but there was not any ulceration of the 
mucous membrane. In many cases lymph 
glands along the lateral walls of the pelvis were 
palpably enlarged. 

The radium was given in doses of 4.000 to 
5.000 milligram hours over a period of 6 to 8 
weeks, after which there was an interval of 2 
to 3 months, when the second series was com- 
menced. The treatment was administered per 
rectum, per urethram and per vesicam as des- 
cribed by Dr. Hugh Young. In addition, needle 
treatment of 500 to 2000 milligram hours should 
be given through the perineum. 

Results: (1) Radium gave symptomatic relief 
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and return to normal urination in 75% of eases. 
(2) Radium relieved the pain in the back in 
50% of cases suffering from metastasis. (3) Lo- 
cally, in 55 eases out of 100 a marked change 
in the consistence and hardness was noted. The 
prostate decreased in size, and stony like hard- 
ness was changed to a definite elasticity. (4) 
Five cases showed good results. They are 
entirely free from symptoms. The prostate 
feels normal in size and consistency. They have 


‘enjoyed good health for six years since the com- 


mencement of their treatment. 

Mortality: The average length of life in 48 
eases from the beginning of symptoms was 25 
years. 23 cases could not be traced. The re- 
mainder are still under treatment. 

Histological: Examination of the specimens 
removed at operation show the action of radium 
to be of two kinds (1) a gradual disappearance 
of cancer tissue and the development of fibrous 
tissue. (2) Necrosis of the cells. The effect 
of radium on the tissues does not correspond — 
in all cases to the amount of radium used. 

W. ALLAN CURRY 


Essential Haematuria. Levy, Chas. S.: 
Gynae. and Obst., Jan. 1922, Vol. 34. 


Kssential or idiopathic haematuria is a con- 
dition of renal bleeding the etiology of which 
cannot be determined. It is a clinical diagnosis 
and should only be offered when all the present 
known urological methods have been employed 
with negative results. 

It is evident that there is no one accepted ex- 
planation from a pathological standpoint, of a 
haematuria with negative urological findings. 

This paper comprises the clinical studies of 
30 cases, and the conclusions are drawn from 
these 30 cases plus a questionnaire, framed so 
as to include the possibility of subsequent devel- 
opment of nephritis, urinary tuberculosis, caleuli 
of urinary tract, renal tumour, operative pro- 
cedure on kidney, and recurrence of haematuria. 

The age incidence varies from 10 to 71 years, 
and in 36% of the cases the haematuria occur- 
red in the fourth decade. 

The bleeding is for the most part symptomless. 
In most eases the sign developed spontaneously, 
and exertion, violent exercise, etc., do not seem 
to play a significant role. 

The right kidney was responsible in 17 cases; 
left kidney in 13. In no case were both kidneys 
involved. 


Surg. 
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In the treatment of the condition the results 
of operative procedure have not been better 
than those of non-operative methods. 


In this series, 5 had operative interference for 
control of the symptom. Nephrotomy in 3 eases, 
decapsulation in one case, and nephrectomy in 
one case. Nephrectomy is the only operation 
ever indicated, and that only as an emergency 
measure to save a patient from bleeding to 
death, and not as a routine procedure for inter- 
mittent haematuria. 


Non-operative measures have been used with 
success. These have consisted of intra-pelvic 
injection of silver nitrate and adrenalin, and of 
thepassage of a ureteral catheter ; the oral admin- 
istration of calcium lactate and the subcutan- 
eous or intramuscular injection of horse serum. 
Of these the intra-pelvic measures have given 
best results. It is suggested that the pelvis 
of the kidney be completely distended when 
this form of treatment is employed, as it has 
been shown that the haematuria often disap- 
peared after the injection of an opaque medium 
for pyelographic study. 

The 30 cases have been followed from one 
month to 1214 years. In 12 cases there has been 
no recurrence. In the remaining 18, recurrence 
occurred. 

Spontaneous cessation oceurs frequently and 
as a rule the general health of the individual 
is not affected by the loss of blood. 

From an analysis of the questionnaire we can 
infer that none of the patients developed neph- 
ritis, renal or ureteral calculus, tuberculosis in 
any form, or renal tumour, and that the prog- 
nosis as regards life is favorable in spite of the 
loss of blood, and the recurrence of the haema- 
turia. H. K. MACDONALD 


MEDICINE 


Mishaps of Lumbar Puncture. 
Paris Medical, Feb. 11, 1922. 


Milian, G.: 


Unfortunately, sequelae from lumbar punc- 
ture are often troublesome. Not infrequently 
on the day following puncture, there is an 
intense progressive headache, often increasing 
to extreme violence; vomiting accompanies the 
pain, copious and excessive in character. The 


patient cannot assume the erect posture, for 
the headache and vomiting are relieved only by 
For several days the 


the recumbent posture. 
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patient is obliged to remain in bed, assumes a 
pallor and suffers from general malaise. It is 
impossible to know by what means the accidents 
can be prevented. Certain patients there are 
who are never affected by lumbar puncture, as, 
for example, those in whom exist a serious cere- 
bral lesion, whether it be fracture, meningitis, 
cerebral haemorrhage, or the like. Tabetics 
likewise tolerate the puncture with remarkable 
indifference, and the removal of several c.c. of 
fluid leaves them indifferent to its effects. This 
should cause no surprise when one recalls the vis- 
ceral analgesias that occur in taking it; it is 
that of cerebral analgesia, comparable to that 
of the testes or trachea. Again, those with in- 
creased pressure of the cerebrospinal fluid like- 
wise tolerate the puncture better than others, 
while accidents more frequently occur where 
the tension is normal or diminished. Aspira- 
tion of the fluid by a syringe is also liable to 
produce unpleasant results. 

There is some doubt as to whether the amount 
of fluid withdrawn is directly related to acci- 
dents of this kind; accidents occur frequently 
with a minimum amount of fluid withdrawn. 
There are those who believe that trouble arises 
from a leakage of the fluid (after puncture) 
into the neighbouring tissues. This is borne 
out by the fact that so often the unpleasant 
symptoms disappear about five days after punc- 
ture, which corresponds histologically to the 
time necessary for cicatrization. 

It is essential to use a small needle; to make 
as small an opening as possible in the dura 
mater; to use as perfect technique as is within 
the power of the physician; to let the fluid run 
spontaneously, not to aspirate it. 

There are certain types of patients with whom 
lumbar puncture causes.great disturbance, such, 
for example, asthe anxiety-neurosis melancholies, 
defectives with ideas of persecution, and most 
of all, the chronic demented in the second per- 
iod of their disease. As prophylactic technique, 
one should always massage the punctured area 
with absorbent cotton; to place the patient face 
downwards with the head lower and the thighs 
raised; in other words, to assume the knee and 
elbow position in a modified form for about ten 
minutes after the operation, and then to lie a 
while in the recumbent position—face down- 
wards and not on the back. The author spurns 
the idea of using collodium over the opening, 
and recommends at most a small piece of asep- 








tic gauze held on by plaster. For the treatment 
of these accidents, he recommends the horizontal 
decubitus and, if necessary, a small dose of mor- 
phine or bromide. C. F. MARTIN 


Interpretation of Laboratory Results. Straus. : 
Virginia Medical Monthly. Dec. 1921, 48: 
513. 


Laboratory results should in as far as possible 
be interpreted in conjunction with clinical 
findings. Where the laboratory shows a positive 
finding, it is usually fairly definite proof of the 
presence of disease. The great mistake, how- 
ever, is to rely too much on negative findings. 
This particularly applies in the case of Public 
Health Laboratories, where there is no clinical 
guide for the carrying out of the tests. Many 
factors are instrumental in the production of 
negative results, for instance, in the case of 
throat cultures a swab may be dried out before 
reaching the laboratory, the diphtheria bacilli, 
if present, may be overgrown by less pathogenic 
organisms in a very septic throat, or the swab 
may not have been properly taken.. There 
should be then, full cooperation between the 
elinician and the laboratory worker in all cases, 
and especially where the separate findings are 
at variance. A. .H. MACCORDICK 


Alimentary Infections in Chronic Arthritis. 
Mutch, N.: Lancet, 2: 1266, Dee. 17, 1921. 


An investigation as to the location of the pri- 
mary focus ‘in 200 cases of chronic arthritis, 
showed that in 34 per cent there was active sep- 
sis in the nose and throat, in 52 per cent the 
teeth were affected, and in 84 per cent, strep- 
tococci of an infective type were isolated from 
the faeces. In many old standing cases, eradi- 
cation of the infection in the mouth is of little 
benefit to the joint condition. The explanation 
is that the infection is continued in the bowel, 
the latter often showing active ulceration. 

The majority of the infections are due to 
streptococci which are usually of the non hae- 
molytie type. 


The most satisfactory treatment consists in 
eliminating as far as possible the accessible foci 
and the administration of autogenous vaccines. 

A. H. MACCORDICK 
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The Field Defects Produced by Temporal Lobe 
Lesions. Cushing, Harvey.: Brain., Vol. 
44, part 4, 1921. 


In this article is presented what would appear 
to be the richest contribution to the diagnosis 
and localization of brain tumours, appearing for 
some years. By reason of careful study of the 
fields of vision, as a result of a detailed and 
much perfected technique in the use of the peri- 
meter, the author has cleared away much of the 
obscurity and confusion which has, hitherto, 
attended the diagnosis of temporal lobe lesions. 

His study is based upon the anatomical know- 
ledge that the ventral fibres of the geniculo- 
calearine pathway pass far forward into the 
temporal lobe, as they sweep around the horn 
of the ventricle. 

This ventral tract becomes interrupted early 
in the process of any pathological focus in the 
temporal lobe, which produces defects in the 
visual fields, ranging from slight quadrantie 
constriction to complete hemianopsia. 

From a study of 59 temporal lobe tumors, 20 
cases were excluded because of advancement to 
the degree of almost complete blindness, pre- 
cluding the use of the perimeter, or because of 
an accompanying stupor which rendered the 
answer untrustworthy. Of the remaining 39 
cases, 6 showed no field defect, 8 showed com- 
plete homonymous hemianopsia and 25 showed 
partial field defects, of varying degrees of 
intensity. 

In the series, the perimetric findings were the 
most useful guide to diagnosis, not excluding 
the well recognized and, heretofore, the most 

constant symptom of temporal lobe lesions, 
namely, the uncinate fit. The danger of attri- 
buting the visual field defect to an occipital lobe 
lesion and the application of the perimetric 
examination in the exclusion of cerebellar 
lesions, are given due consideration. 
FRED S. MACKAY 


Some Considerations Bearing on the Diagnosis 
and Treatment of Dementia Praecox. 
White, W. A.: Psychoanalytic Review, 
October, 1921. 


In the group of symptoms designated by 
Kraepelin as dementia praecox no one has as 
yet, White maintains, offered a_ satisfactory 
theory of the fundamental underlying process, 
nor will any adequate explanation be possible 
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until ail of the facts at the various levels, vege- 
tative, neurological, psychic and social, can be 
brought together in a unifying synthesis. 

Regression, in White’s opinion, is the funda- 
mental underlying mechanism. What underlies 
the regression he does not discuss, but suggests 
two standpoints of inquiry, first the depth of 
the regression measured from the point of view 
of the individual’s personal psychological his- 
tory, and second the possible inclusion in the 
regression process of archaic, that is phylogen- 
etic material. 

The depth of regression can be measured by 
the unpsychological character of the symptoms. 
‘‘We are not able to feel ourselves into the 
position which the preacox patient occupies with 
relation to the world; he seems to us outside the 
plane of our experience. This is because his 
symptoms hark back to a period of which we 
have no recollection. 

As to the inclusion of archaic material, the 
physical symptoms in especial fit into this con- 
cept; ‘‘segmental over-domination’’ of the oral 
zone as expressed in salivation, of the anal zone 
as expressed in the interest these patients dis- 
play in their excretions, and other similar mech- 
anisms. 

Most suggestive of inclusion of archaic mater- 
ial are delusions that certain bodily excretions 
such as urine and faeces contain elements of the 
personally; delusions of food, air and sound as 
impregnating material ; water as a birth symbol. 

These infantile and primitive symbolic reac- 
tions are to be correlated with gradually increas- 
ing evidence of anatomical and functional abnor- 
malities suggestive of defective development 
such as infantile genitalia, small circulatory 
apparatus, aspermatogenesis. 

Praecox is accordingly in White’s opinion a 
profound defect of biological adjustment. 
White reminds us, however, that while the prog- 
nosis of praecox is in the main unfavorable, 
there are many regressive conditions which are 
clinically indistinguishable from the early 
stages of praecox, and that much may be done 
in the way of treatment. 

He does not believe that occupation therapy 
offers anything specific, but that the individual- 
izing of the patient, the starting up of a flow of 
interest in outside activities, the socializing of 
his tendencies in useful occupation are all fac- 
tors of the utmost importance; briefly, the 
effect is indirect. 
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The modern hospital with its occupational, 
vocational and industrial departments, its 
athletic and recreational activities, its medical, 
surgical and more direct types of mental the- 
rapy, and its mental hygiene social workers 
offers immeasurably more levels of possible 
adjustment (than the older hospitals), each of 
which may be utilized in a more or less specific 
way, under guidance, by the _ individual 
patient, for working out his special problems, 
and in which he may find the means for social- 
izing his strivings. 

In this article White discloses the analytic 
and synthetic trends of modern psychiatric 
thought. We must not be content with label- 
ling the patient with a diagnosis, but we must 
study him from every point of view, anatomical, 
physiological, social, psychological and _ biolog- 
ical, and see what can be done for him. 

A, G. MORPHY 


The Influence of the Endocrines in the Psy- 
choneuroses. Brown, W. L.: Brit. J. 
Psychol., October, 1921. 


Brown precedes his article with a synopsis 
which expresses briefly and plainly his conclu- 
sions and may be read with much profit before 
and after the exposition of his opinions. 

His principal themes are the defensive pur- 
pose of the primitive nervous system and the 
retention of this purpose by the sympathetic 
system; the close association between the latter 
and the endocrine glands as defensive mechan- 
isms; the tripod of the endocrines, gonads and 
sympathetic system ; the influence of toxic, nutri- 
tional and psychic factors on the endocrines and 
the reactive effect of the latter in production of 
psychoneurosis. 

The central nervous system, he says, has had 
a struggle to obtain control. Man’s difficulty 
of adaptation to his surroundings should lead 
the biologist to enquire whether the cells of 
which he is composed have always found it 
easy to sink their individuality in that of the 
organism, and the thesis of a hostile symbiosis 
between the tissues of the body has been upheld 
by Morley Roberts. Lately Trotter has devel- 
oped the argument of an hostility between ner- 
vous and somatic tissues. 

The sympathetic nervous system, originally 
evolved for rapid defensive purposes, retains 
primitive features of structure and functions, 
among the latter its lack of discriminative sens- 








ibility and the widespread and immediate char- 
acter of its response. 

The close alliance between it and the endo- 
crines is well illustrated in the adrenals, the 
medulla of the adrenals and the post-ganglionic 
elements of the sympathetic being homologous 
structures. Functionally the sympathetic ex- 
cites the secretion of adrenalin while the 
latter stimulates the sympathetic endings—a 
reciprocal action. A similar reciprocity exists 
between the thyroid and the sympathetic. Fur- 
ther, thyroid secretion quickens the whole meta- 
bolic activity of the body, and that is precisely 
how the sympathetic activates the body for 
flight or fight. 

The rhythm of life depends upon the balance 
of the two great branches of the sympathetic 
system, the sympathetic proper and the para- 
sympathetic or extended vagus. Each branch 
cooperates with a group of endocrine glands— 
the sympathetic with the adrenals thyroid and 
pituitary, the parasympathetic mainly with the 
glands of the digestive organs and their annexes. 

The close association of the gonads with the 
endocrines and sympathetic system constitutes 
a tripod entrusted with the duty of the preserv- 
ation of the individual and the continuity of 
the species, and is reflected in many psychoneu- 
roses. 

The two groups of endocrine glands and their 
associated nervous mechanisms are intrinsic 
regulators of the impetus of life. In the first 
few years the thymus acts as a brake. With the 
aid particularly of the thyroid and pituitary, 
active growth continues until puberty when a 
new equilibrium has to be found, the gonads 
having developed. In adult life the regulators 


have to provide another adjustment, and at the 


climacteric still another. At each of these per- 
iods the whole mechanism receives a jolt. In 
the last stage the accelerating thyroid gives way. 
to the sedative parathyroid, calcium fixation 
goes on unchecked and the arteries become cal- 
careous. 

But at any stage the regulators may become 
weakened or worn out. 

Bacteria and their toxins may prematurely 
exhaust the endocrine glands, also nervous 
shocks and strains through reaction of the asso- 
ciated sympathetic nervous system. Through 
interaction of these causes of endocrine exhaus- 
tion psychie conflicts may result from defective 
adjustment of environment. 
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Reasoning from the known effects of fever on 
the endocrine glands, Brown proceeds to discuss 
the effect of climate, alluding to the close ties 
between the skin, sympathetic system and endo- 
erines. 

All the endocrines, he says, are affected alike 
by toxic, nutritional and psychic factors. 


Under the nutritional factor he cites pellagra 
as a striking example of a deficiency disease 
producing actual structural changes in the 
adrenals and sympathetic ganglia and leading 
to mental deterioration. 

Under the emotional factor, repression of 
emotions arising from conflict of the instincts 
of self preservation, reproduction and gregar- 
iousness, may show itself at any of the three 
great levels of the nervous system, at the psychic 
level as a phobia or obsession, at the sensori- 
motor as a paralysis, or at the sympathetic level 
in some cardiac or digestive neurosis or in some 
endocrine disease. 

Dissociated action of the sympathetic system 
is exhibited in emotional glycosuria. ‘‘When 
stocks go down in New York, says Crile, diabetes 
goes up.’’ ‘Two cases have been cited in which 
glycosuria and mental symptoms alternated, as 
if the emotional discharge asserted itself either 
at the metabolic or the psychic level, but not at 
both. 

In Graves’ disease Brown contends that there 
is always an underlying sympathetic irritation 
producing hyperthyroidism ; this in turn increas- 
es the sympathetic response, and so a vicious 
circle is formed. Once the thyroid has been 
started on this evil course through sympathetic 
stimulation, e.g. through fear, as instanced in 
the London air-raids, the emotional agitation is 
kept up at such a level that psychoneuroses are 
the rule and insanity far from common. 

A. G. MORPHY 


Epileptiform Manifestations in Endocrinous 
Disorders. Leahy, S. R.: New York State 
J.-M., January, 1922. 


In this article Leahy reports seven cases, giv- 
ing details of physical examinations, Roentgen 
findings, blood sugar tests, menstruation, with 
their bearing on endocrine dysfunction. There 
appeared to be a definite relation between ovar- 
ian secretion and epileptiform attacks, and be- 
tween the latter and dyspytoitarism with defic- 
lent secretion. 
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Practically all the cases showed more than 
one glandular involvment. A. G. MORPHY 


Some Therapeutic Suggestions in the Modern 
Treatment of Epilepsy. Clark, L. P.: New 
York State J. M., January 1922. 


According to Clark, epilepsy must be studied 
from the biological standpoint, and is to be 
regarded as a defective adjustment of the indi- 
vidual to his environment. 

Epilepsy is organic, he says, not in the sense 
of a definite and specific lesion of the cortex, 
but in the sense of being a widespread impair- 
ment and deterioration of the psyche as a whole, 
and is ultra-microscopic. 

An enumeration of physical defects will not 
suffice to reveal the real nature of epilepsy, as 
similar defects are found in individuals other- 
wise normal. The fit episode Clark considers 
to be a mentally regressive symptom, that is, 
the attack breaks off the conscious demand and 
allows the psyche or intimate unconscious activ- 
ity to concern itself with those things that the 
individual experienced in earliest life. This, he 
maintains, is proved by studies of twilight states 
and dreams. 

Modern treatment, then, is based on these con- 
ceptions. The environment is modified to the 
individual as far as possible, stress and strain 
being removed, and conscious and unconscious 
motives are requisitioned in the training. 

The article is suggestive and stimulating even 
though one may not be prepared to accept 
Clark’s principals as prover. A. G. MORPHY 


DERMATOLOGY 


Two Cases of Exudative Erythema Associated 
with Malignant Disease of the Uterus. 


Haldin, Davis: 
Jan. 1922. 


Brit. J. Derm. & Syph. 


Two of his cases showed marked erythematous 
changes in the skin in association with patholog- 
ical conditions in the pelvis, and in one the 
cutaneous eruption disappeared with successful 
treatment of the main condition. 

With these cases in view, the writer reviews 
the present state of our knowledge regarding 
such associated conditions grouping them under, 
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the influence of menstruation, of pregnancy, and 
of certain morbid conditions of the pelvic 
organs. 

The facts have been mainly collected by J. 
D. Bulkeley and published in 1906. 

Acne and eczema are the two dermatoses 
chiefly connected with menstruation. Herpes 
also is frequently coincident, and a few cases 
of ecchymoses and purpuric eruptions are 
reported. 

The most characteristic dermatosis associated 
with pregnancy is hydroa gestationis in which 
there occur patches of exudative erythema sur- 
mounted by vesicles. There is great irritation. 
Urticaria, rosacea and eczema are also found. 
Very few cases apparently are reported of skin 
eruptions associated with uterine or ovarian 
tumours. H. E. MACDERMOTT 


Phenolphthalein Eruptions. Wise, F. and 
Abramovitz, E. W., Arch. Derm, & Syph., 
March, 1922. 


Eruptions due to taking phenolphthalein have 
apparently only been recognized since 1918, 
when five cases of persistent erythema multi- 
forme with pigmentation were reported by 
Abramovitz, and eventually were proved to be 
due to phenolphthalein. 

Since then several other cases of the kind 
have been reported. 

The skin and mucous membrane reactions are 
apparently similar to those produced by anti- 
pyrin. There is a persistent multiform crythema, 
relapsing in course leaving a yellowish brown 
pigment deposit in the skin. Itching may be 
severe, and ulceration may occur, especially in 
the mucous membranes. Further ingestion of 
the drug may cause a temporary retrogression 
of the rash. 

There is a similarity to the eruptions caused 
by arsphenamin, but there is lacking the multi- 
form character and the persistence of pigmen- 
tation. 

Ingestion of the drug usually causes a break- 
ing out of the rash in the same areas as were 
originally affected. 

The authors bring out the fact that such laxa- 
tives as ex-lac, phenolax, partola and analax 
may be responsible for the eruption in suscep- 
tible patients, due to their phenolphthalein con- 
tent. H. E. MACDERMOT': 
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ONTARIO 


THE PRELIMINARY PROGRAMME FOR THE FORTY-SECOND ANNUAL MEETING OF 
THE ONTARIO MEDICAL ASSOCIATION, TO BE HELD IN TORONTO, ON 
May 30, 31, June 1 & 2, 1922. 


With an open session in Convocation Hall on the evening of Monday, May 
29th, at which Dr. Macfie Campbell of Boston will give an address on ‘‘The 
Modern Conception of Mental Disease.’’ This meeting is open to the public. 


Come yourself, and invite any of your friends who are interested. 


It ws 


sincerely hoped that there will be a large attendance. 


GENERAL NOTES REGARDING THE MEETING 


Dress. Informal on all occasions. 


Plans are now fairly well completed for the 
forthcoming Annual Meeting. The University 
authorities have very kindly placed at our dis- 
posal University College Building, which will be 
the headquarters of the convention and will pro- 
vide accommodation for all the sections. 


Members will have the privileges of Hart 
House, with the exception of meals, which will 
not be available there. 


The Committee on Arrangements reports splen- 
did accommodation available for out of town 
guests for both lodging and meals. Rates will 
be reasonable and the allocations are within easy 
walking distance of University College. Informa- 
tion will be available at the Registration Office. 


Bring along your golf clubs and tennis racquets. 


The Committee on Entertainment will gladly ar- 
range to put you up where your favourite pas- 
time may be enjoyed. 


Have your mail, telegrams and long distance 
messages addressed in care of the Secretary of 
the Ontario Medical Association, University Col- 
lege, Toronto. A special clerk will be detailed 
for this work. 


Information regarding the parking of cars will 
be available at the Registration Office. 


Green Cross Markers will be available for all 
motorists. Members are urged to put them up 
and thus identify themselves among their col- 
eagues 





You are cordially invited, while at the meeting, — 
to visit the Royal Ontario Museum on Bloor Street 
West, where a most pleasant hour may be en- 
joyed. 


X-Ray View Boxes will be installed in the 
Radiological Section. If you have an interesting 
plate which you would like others to see, bring it 
along to the meeting. 


The Section on Pathology and Clinical Labora- 
tory Methods announces something new for this 
meeting. You will be interested in carefully 
reading an outline of their programme. 


The value and success of the meeting can be 
greatly enhanced if every member looks over the 
subjects to be presented, chooses one or more 
in which he is particularly interested, and comes 
to the meeting prepared to enter into the discus- 
sion. 


Thursday Evening has been left open for Class 
Reunions and private entertainment. The Sec- 
retary will be glad to render any assistance to 
classes desiring to get together on that occasion. 


The Round Table Dinner to be held at the 
Academy of Medicine on Tuesday, May 30th, 
followed by the Round Table Discussion, is open 
to all members of the Association. The price 
of the Dinner is fixed at $2.00. Plates will be 
set for those who signify their intention to be 
present. If you cannot possibly attend the din- 
ner, join us later in the evening when all present 
will be given an opportunity to take part in the 
discussion on the reports of the Committ 
Interrelations and Pharmacy. 
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The first issue of our Bulletin already mailed 
you provides a return Post Card which you are 
urged to use. 


The Association Dinner, to which the ladies 
are invited, will be held at the King Edward 
Hotel at 7:00 P.M. on Wednesday, May 3ist, 
and will be followed by the Presidential Address. 


The Association and its friends are to be the 
guests of Dr. and Mrs. Herbert Bruce at a Garden 
Party to be held at their home at 4:30 P.M. on 
Thursday, June Ist. 


The members of the Committee in charge of 
the Annual Meeting (whose names are herewith 
presented) and the Fellows of the Academy of 
Medicine, Toronto, under whose auspices we 
‘meet this year, will be glad to do all in their power 
to make your time interesting and profitable 
while at the meeting. Do not hesitate to ask 
them about anything upon which you think they 
can be of service. 


Write the Secretary for information about any 
point which you do not find explained in 
this Preliminary Programme. 


PROGRAMME 
Note:—A'1 meetings to be held in University 
College unless otherwise specified. 
Monday, May 29th 
8.30 p.m.—Convocation Hall, Dr. Macfie Camp- 
bell, Boston; Subject, “‘ The Modern 
Conception of Mental Disease.’’ 
Tuesday, May 30th 
10.00 a.m.—Meeting of Directors. 


11.00 a.m.—Meeting of Committee on General 
Purposes, which, with adjournment 
for luncheon, will continue through- 
out the afternoon. 


6.30 p.m.—Round Table Dinner at Academy of 
Medicine. 
8.00 p.m.—Round Table Discussion. 


Wednesday, May 31st 
- 9.00 a.m.—Registration. 


10.00 a.m.—Business Session of the Associa- 
tion. 
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11.00 a.m.—Address—Dr. Krause, Johns Hop- 
kins, Baltimore, on “Tuberculosis.’’ 


12.00 noon—Address—Dr. Peterson, on a Gynae- 
cological subject. 


1.00 p.m.—Adjournment for Luncheon. 
2.00 p.m.—Sectional Meetings. 


7.00 p.m.—Association Dinner, King Edward 
Hotel. Ladies invited. 
Presidential Address—Dr. 
Farley, Trenton. 


foes 


Thur. day, June 1st 
9.00 a.m.—Sectional Meetings. 


11.30 a.m.—Address in Medicine—Dr. 
Macrae, Philadelphia. 


1.00 p.m.—Adjournment for Luncheon. 
2.00 p.m.—Sectional Meetings. 


4.30 p.m.—Garden Party, the guests of Dr. 
‘and Mrs. Herbert A. Bruce. 


Thos. 


Friday June 2nd 





9.00 a.m.—Sectional Meetings. 


11.30 a.m.—Address in Surgery—Dr. Neil J. 
McLean, Winnipeg. 


1.00 p.m.—Adjournment for Luncheon. 


2.00 p.m.—Sectional Meetings. 


SECTIONAL PROGRAMME 
EYE, EAR, NOSE AND THROAT 
Wednesday, May 31st, 2.00 p.m. 


A Consideration of the Various Problems Pre- 
sented by Haemorrhages Occurring in Connec- 
tion with Operations on the Tonsils. Dr. Perry 
Goldsmith, Toronto. 


Some Observations on Throat Conditions in 
Children. Dr. E. Boyd, Toronto. 


Paper by Dr. D. J. Gibb Wishart, Toronto. 
Thursday June 1st, 2.00 p.m. 


Combined Mee ing with Section of Radiology. 











The Use of the Epidermic Graft in Plastic Eye 
Surgery. Dr. John M. Wheeler, New York. 


The Smith Cataract Operation. Dr. R. J. P 
McCulloch, Toronto. 


MEDICINE 
Wednesday, May 31st, 2.00 p.m. 


Clinics—Toronto General Hospital—Lecture 
Room. 


Clinic—General Medicine. Dr. A. McPhed- 


ran, Toronto. 


Clinic—Neurology Dr. Foster Kennedy, New 
York City. 


Thursday, June 1st, 9.00 a.m. 
Paper by Dr. Robert Mann, Toronto. 


Quinidin in Cardiac Disease. Dr. Ross Jamie- 
son, Toronto. 


Demonstration of Skin Diseases. Dr. Philip 
Burnett,Montreal; Dr. D. King Smith, Toronto; 
Dr. Emerson J. Trow, Toronto; Dr. H. A. 
Dixon, Toronto. 


Thursday, June 1st, 2.00 p.m. 


Clinic—St. Michael’s Hospital. Dr. C.. F. 
Martin, Montreal; Dr. Charles Hunter, Winni- 


peg. 
Friday, June 2nd, 9.00 a.m. 
Combined Meeting with the Section of Pa- 


thology—Pathological Building, University of 
Toronto. 


Friday, June 2nd, 2.00 p.m. 


Combined Meeting with the Section of Sur- 
gery. 


SYMPOSIUM ON EMPYEMA AND ABSCESS 
OF THE LUNG 


Bacteriology and Pathology. Dr. James Mil- 
ler, Kingston. 


X-Ray Findings. Dr. L. R. Hess, Hamilton. 
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Diagnosis. Dr. W. S. Lemon, Mayo Clinic’ 
Rochester. 
Treatment :— 
(a) Medical. Dr. Jabez H. Elliott, To- 
ronto. 


(b) Surgical. 
ton, 


Dr. F. B. Mowbray, Hamil- 


Discussion to be opened by Dr. George 


Strathy, Toronto. 


OBSTETRICS AND GYNA:COLOGY 


Wednesday, May 31st, 2.00 p.m. 


Ectopic Pregnancy. Dr. W. B. Hendry, 


Toronto. 


Indications for Hysterectomy. Dr. D’Arcy 
Frawley, Toronto. : 


Methods of Resuscitation of the New Born. 
Dr. G. G. Copeland, Toronto. 


Thursday, June 1st, 9.00 a.m. 


The Teaching of Obstetrics and Gynaecology. 
Dr. B. P. Watson, Toronto. 


Surgical Treatment of Chronic Inflammation 
of the Uterine Adnexa. Dr. C. H. Gilmour, 
Toronto. 


Thursday, June 1st, 2.00 p.m. 


Treatment of Contracted Pelvis of Minor De- 
gree. Dr. J. A. Kinnear, Toronto. 


Pernicious Vomiting of Pregnancy. Dr. V. J° 
Harding, Toronto. 


-Friday, June 2nd, 9.00 a.m. 


Combined Meeting with the section of Patholo- 
gy, Pathological Building, University of Toronto. 


Friday, June 2nd, 2.00 p.m. 


Value of X-Ray in Gynaecology. Dr. G. E. 
Richards, Toronto. 








PASDIATRICS 
Wednesday, May 31st, 2.00 p.m. 


The Value of Supplemental Feeding in Gastro- 
Intestinal Disturbances of the Breast-Fed In- 
fant. Dr. R. R. McGregor, Kingston. 

Acrodynia—Report of three casesin rural prac- 
tice. Dr. A. F. McKenzie, Alliston. 

Meningeal Haemorrhage of the New Born. 
Dr. Alan Brown, Toronto. 

The Classification and Treatment of Cardiac 
Disease in Children, based on exercise tolerance. 

Dr. George Smith, Toronto. 


Thursday, June 1st, 2.00 p.m. 
(At Hospital for Sick Children) 


Presentation of Clinical Cases. 

The Technique of Standard Psychological 
Tests. Miss J. Louden. 

Congenital Cardiac Malformations. Dr. A. P- 
Hart, Toronto. 

The Cause and Management of Malnutrition 
in Children. Dr. Chas. 8. MacDougall, Toronto 


Friday, June 2nd, 9.00 a.m. 


The Management of Otitis Media in Infancy 
and Childhood. Dr. Edmund Boyd, Toronto. 

Hernias in Infancy. Dr. W. E. Gallie, To- 
ronto. 

Congenital Syphilis. Dr. Edward A. Morgan, 
Toronto; Dr. Geo. Campbell, Ottawa. 


PATHOLOGY AND CLINICAL 
LABORATORY METHODS 
Friday, June 2nd, 9.00 a.m. 
Pathological Building, University of Toronto 


Friday morning has been set aside for a practi- 
cal demonstration of the various clinical labo- 
ratory methods that mght be of interest and use 
to the general practitioner. Each demonstra- 
tion will be preceded by a five minute talk in 
which the principle and clinical application of 
the test will be explained. 


1 Professor Harding of the Department of 
Pathological Chemistry, University of Toronto, 
will demonstrate the Laboratory Control of the 
treatment of nausea and vomiting in pregnancy 
by the use of carbohydrates. 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


2. Dr. W. R. Campbell and Dr. A. A. Flet- 
cher of the Department of Medicine will. demon- 
strate and discuss the principles of Basal Meta- 
bolism and the non-protein-nitrogen and blood 
creatinine estimation in cases of renal disease. 
They will also slow the method for estimating 
blood sugar and the significance of lowered toler- 
ance in certain cases of chronic arthritis, diabetes, 
etc. 


3. Dr.H.K. Detweiler and Dr. W. Ray Hodge 
of the Department of Medicine, will give a brief 
resume of the principles of the Wassermann reac- 
tion and demonstrate the appearances and sig- 
nificance of strongly positive, negative, and weak- 
ly positive tests, and the results of treatment. 
They will also demonstrate the methods of diag- 
nosis of the various protein sensitizations in 
bronchial asthma and hay fever, and will give any 
one an opportunity of asking any questions on 
these problems. 


4, Dr. H. B. Maitland and Dr. Gordon C. 
Cameron of the Department of Bacteriology will 
demonstrate the principle and the importance 
of the Rosenow blood culture in cases of sub- 
acute bacterial endocarditis and the types of 
organisms causing these lesions. 


5. Dr. Magner, Pathologist of St. Michael’s 
Hospital, Toronto, will show how vaccines are 
made and discuss their clinical value. 


6. Dr. Isaac Erb, Pathologist of the Sick 
Children’s Hospital, will. demonstrate a simple 
method for blood grouping for transfusion. 


7. Dr. G. S. Strathy of the Out Patients’ 
Department of Medicine will demonstrate the 
proper technique for estimating blood pressure. 


8. Dr. R. W Naylor, will show practical 
methods for identifying the Spirochetae Pallida 


by dark field illumination and by stained smears. . 


9 Demonstrations in the technique of red 
and white blood counts and spinal fluid cell count 
will be given by Dr. G. W. Lougheed and Dr. 
Ambrose Moffat. 


The technique for making rapid frozen sections 
of fresh tissues, as well as for making paraffin 
sections will also be shown. 


There will also be an exhibit of interesting 
pathological museum specimens. 












THE CANADIAN MEDICAL 


RADIOLOGY 


‘ 
| Tuesday, May 30th, 2.30 p.m. 
Symposium, DIsEASES OF BONE 
' (a) Children. Dr. A. H. Rolph, Toronto. 
% 
| (b) Adults. Dr. Geo. MeNeill, London. 
| Discussion opened by Drs. Ritchie, Stone and 
| Stewart Wright. 
! Wednesday, May 31st, 2.00 p.m. 
; SyMPosIuM, LESIONS OF THE INTESTINAL 
| TRacT | 
f (a) Oesophagus. Dr. E. E. Cleaver, Toronto. 
(b) Perigastric Lesions. Dr. W. H. Dickson, — 
Toronto. 
i 
(c) Colon. Dr. L. R. Hess, Hamilton. 
Discussion will be opened by Drs. H. B. Ander- 
son, Toronto, F. C. Neal, Peterborough, and Dr. 
H. A. Boyce, Kingston. 
Thursday, June 1st 
9.30 a.m.—(a) Peribronchial Tuberculosis. Dr. 
Kennon Dunham, Cincinnati. 
(b) Non-Tuberculous Disease of the 
Lung. Dr. J. H. Elliott, Toronto. 
Discussion will be opened by Drs. 
Parfitt, Dobbie, Richards, Caulfield 
and Hopkins. 
(c) Business Session of the Ontario 
v Radiological Society. 


2.00 p.m.—Recent Advances in X-Ray Therapy. 

Dr. Harvey R. Gaylord, Buffalo. 
Note.—This will be a joint session 
with the Eye, Ear, Nose and Throat 

- Section. 

3.00 p.m.—Recent 
Therapy. 

7.30 p.m.—Dinner at the Academy of Medicine 
for members of the Onta io Radio- 
logical Society and guests. 


Developments in Deep 


8.30 p.m.—Lantern Slide Demonstration and 


presentation of case reports with 
plates. ; 


Friday, June 2nd 


9.00 a.m.—Radium and Dermatology. Dr. 
F. C. Harrison, Toronto. 
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9.45 a.m.—Radium Therapy in Diseases of 
Women. Dr. W. H. B. Aikins, 
Toronto. 


10.30 a.m.—Paper by Dr. G. E. Richards, To- 
ronto. Subject announced later. 


Note.—All members of the Ontario Radiological 
Society are reminded that illuminating boxes 
will be present for demonstrating slides and 
plates. 


SURGERY 
Wednesday, May 31st, 2.00 p.m. 


An Analysis of Work on Gall Bladder Diagno- 
sis. Dr. W. J. Macdonald, St. Catharines. 


Paper by Dr. C. E. Spence, Fort William. 
Subject to be announced later. 


Living Sutures, A Clinical Demonstration. 
Dr. W. E. Gallie, Toronto. 


Heliotherapy in Surgical Tuberculosis. Dr. 


R. I. Harris, Toronto. 
Thursday, June 1st, 9.00 a.m. 


Treatment of Fractures of the Femur, a clinical 
Demonstration. Dr. A. B. LeMesurier, Toronto. 


Post-operative Management. Dr. R. V. B. 
Shier, Toronto. 

The Use and the Abuse of the Cystoscope. 
Charles Hair, Toronto. 


Dr. 


Treatment of Empyema, with special reference 
to negative pressure. Dr. Bruce Robertson, To- 
ronto. 


Thursday, June 1st, 2.00 p.m. 


Surgical Lesions of the Pylorus and Duo- 
denum. Dr. Herbert B. Moffatt, Ottawa. 


The Symptoms of Acute Osteomyelitis. Dr. 


D. E. Robertson, Toronto. 


The Surgical Aspect of Gastric and Duodenal 
Ulcer. Dr. Roscoe Graham, Toronto. 


Friday, June 2nd, 9.00 a.m. 


Combined Meeting with Section of Pathology, 
Pathological Building, University of Toronto. 


Friday, June 2nd, 2.00 p.m. 
Combined Meeting with Section of Medicine. 
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THE MepricaL CounciL oF CANADA announces their 
examinations for June 13th at Toronto, Winnipeg and 
Vancouver. Forms can be had from Dr. R. W. Powell, 
Registrar, 180 Cooper Street, Ottawa. 


PETERBOROUGH MEDICAL SOCIETY met on March 
2nd. Dr. L. R. Hess of Hamilton discussed ‘‘The Inter- 
pretation of X-Ray findings in the Gastro-Intestinal 
Tract.’’ 


OxForD County MEDICAL Society met on February 
24th and was addressed by Dr. H. K. Detweiler of Toronto 
on the subject, ‘‘Asthma.and Hay Fever’’; and by Dr. 
F. W. Marlow of Toronto on “‘ Pelvic Inflammation. ”’ 


NiaGarRA District MEpIcAL ASSOCIATION was ad- 
dressed by Dr. Andrew Hunter of Toronto on the subject 
“‘Acidosis”’ on March 23rd. An interested audience took 
an active part in the discussion which followed Dr. Hun- 
ter’s presentation. 


PertH County MEpIcaL Society met in Stratford 
on March 13th. Dr. L. R. Hess of Hamilton presented 
the subject ‘“‘The X-Ray Diagnosis of Gastro-Intestinal 
Conditions,’’ illustrating his address with Intern slides. 
An interesting and active discussion followed. 


SAULT STE. Marre MEDICAL SOCIETY met on March 
1lth and were addressed by Professor C. L. Starr of To- 
ronto on the subject, “Acute Abdominal Conditions of 
Childhood.’”’ In the afternoon, a clinic was given at the 
hospital, with a discussion of X-Ray plates and findings. 


STORMONT AND GLENGARRY MEDICAL SOCIETY met 
at Cornwall on March 22nd in the Hotel Dieu. The 
meeting was addressed by Dr. Gwyn on the subject of 
‘The Heart in General Practice including cardiac irregu- 
larities.”’ 


AT a meeting of the Hamilton Medical Society on 
March 17th, Dr. Gwyn of Toronto took up the question 
of the diagnosis and treatment of pneumonia and its com- 
plications, illustrating his talk with lantern slides of some 
of the interesting lung conditions, and with charts and 
records showing the influence of the serum treatment and 
other methods of treatment in pneumonia. 


HAMILTON MEpIcAL SOCIETY met on March 22nd, 
1922. Dr. L. J. Austin of Kingston presented an outline 
of ‘‘The Pathology, diagnosis and treatment of genito- 
uritiary tuberculosis, with special reference to the kidney. ’”’ 
Dr. Austin’s remarks indicated that tuberculosis of the 
kidney is a relatively common disease. The only certain 
diagnosis was in the finding of the organism and he urged 
that early nephrectomy be done in every case tnat was 
proven to be unilateral. 


THE ROSEDALE PRESBYTERIAN CHURCH HOSPITAL 
CIRCLE announces the gift of a Hospital Unit to be estab- 
lished at Matheson, Ontario, early in April. The Unit 
will be staffed by Miss Annie E. Chambers and Miss 
Annie Maitland as Superintendent and Assistant Superin- 
tendent respectively. The purpose of the Unit is to sup- 
ply nursing and community service in the Mathescn Dis- 
trict adjacent to the Kirkland Lake District. 








THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


THE ONTARIO JOURNAL OF NEURO-PYSCHIATRY pub- 
lished and issued by the Department of the Provincial 
Secretary of the Province of Ontario appeared last month. 
It contains a valuable collection of papers and addresses 
of special interest to those interested in neuro-psychiatry. 
The need of a Journal of this sort was never greater and, 
if it will lead to a readjustment in our medical curricula 
where the question of the knowledge of insanicy and its 
treatment is concerned, should be enthusiastically wel- 
comed. 






THe Third Annual Banquet of the Harvey Club of 
London, Canada, took place on February 22nd, 1922. 
An address on William Harvey and his scholarly attain- 
ments was given at the dinner by President Crane. Other 
addresses followed. The interesting bulletin of the Har- 
vey Society with its case reports is becoming a feature of 
Canadian Medical Journalism. With the permission of 
the editors, reproduction of some of their case reports is 
carried out from time to time in this Journal. 


THE WESTERN ONTARIO ACADEMY OF MEDICINE 
gave the following comprehensive programme on March 
24th in London. A general session at 2:00 P.M. addressed 
by Dr. R. D. Rudolf of Toronto on “The use of cardiac 
stimulants in the treatment of disease.’”’ Address by Dr. 
Clifford G. Grulee of Rush Medical College of Chicago on 
“The institution and termination of breast feeding.” 
This was followed by a pediatric clinic. At 5:00 P.M. 
Professor J. P. McMurrich of the University of Toronto 
gave an address on ‘‘Vesalius and his predecessors.” 
Luncheon at the Tecumseh House at 12:30 preceded the 
programme. 


“‘OsLER NicHut”’ Tuesday, April 4th, at the Academy 
of Medicine, Toronto was celebrated with the following 
programme:—Dedication of the new auditorium as the 
Osler Hall, by Ven. Archdeacon Cody. Presentation of 
a portrait of Sir Wm. Osler, a copy of the celebrated Sar- 
gent portrait at Johns Hopkins, by Mr. Alexander R. 
James, deputed by Mr. Sargent, was made by his Honour 
the Lieutenant Governor for Sir Edmund Osler. Short 
addresses were made by Osler students upon the following 
lines:— 1 Influences bearing on a great career, N. B. 
Gwyn; 2 Osler from the standpoint of the House Phy- 
sician, Harold Parsons; 3 Osler from the standpoint 
of the Undergraduate, D. J. Gibb Wishart; 4 Osler as an 
Incentive, C. D. Parfitt; 5 The Academy’s debt and 
tribute to the memory of Sir Wm. Osler, H. B. Anderson. 


THUNDER Bay MEDICAL SOCIETY met on Saturday, 
March 18th. The morning was given up to informal 
talks on Drugs in the McKellar Hospital, Fort William. 
After lunch at the Kam Club, Dr. V. E. Henderson of 
Toronto gave an address on “The Action of Drugs on 
the Heart.’”’ In the evening there was a discussion on 
‘The Modern Ways of Using Drugs in the Treatment of. 
Disease.’”” This was given at St. Joseph’s Hospital. 
There was a good attendance at the demonstrations and 
lectures, and active discussions added to the interest of 
the meetings — 


LOCUM TENENS 


Dr. A. H. CAMERON SMITH, South Porcupine, is ask- 
ing for an assistant for the summer—some one prepared 
to do camp and mine work. Must be qualified, or at least 
about to be qualified, at the first Council Examinations. 
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HAMILTON LETTER 


In view of the fact that a vacancy had arisen in Elec- 
toral Division No. 7, of the College of Physicians and 
Surgeons of Ontario, as the result of the death of the late Dr. 
H. S. Griffin, the Electors of that Division were notified by 
the College that nominations would be received up to Febru- 
ary 27th, In theabsence vf other machinery, a number of 
the Electors of this Division undertook the responsibility 
of calling a Convention in the hope that such would give 
a desirable opportunity for a free discussion of College 
affairs. This Convention was held in the Royal Con- 
naught Hotel in Hamilton on February 15th. Various 
members of the profession gave short addresses. The 
Convention agreed that some machinery should be created 
by the College for calling a Convention in each Terri- 
torial Division during the month preceding the regular 
Annual Meeting of the Council, in order that in such Con- 
ventions, an opportunity would be given the whole Elec- 
torate to discuss all matters over which the College has 
control, and more or less definitely instruct their repre- 
sentatives. The Convention also agreed that the Nomi- 
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nating paper of any candidate for Election should merely 
indicate that the nominee had agreed to stand for election, 
and that the name of two members of the profession in 
such Division should be sufficient for nomination. The 
Convention further agreed that it would be desirable that 
the vote for representatives in each Division should be by 
secret ballot and that when three or more candidates are 
nominated the Election Ballot should provide for ‘‘the 
single transferrable vote’? as recommended by the ad- 
vocates of proportional representation. Resolutions cov- 
ering these various points were duly carried and the act- 
ing secretary was instructed to forward these to the Candi- 
date elected. Dr. George S. Rennie promised if elected, 
to call a Meeting of the Electors within this Division as 
referred to above. It is to be hoped that similar action 
will be taken by other representatives in the various Di- 
visions in the Province, and that every possible effort will 
be made to persuade the members of the profession to 
take an active interest in the discussion of the various 


problems, which not only concern the profession, but the 
public at large. 


BRITISH COLUMBIA 


Dr. T. E. P. Gocuer has been elected president of the 
North Vancouver Army and Navy veterans. 


At a luncheon on March 16th, Dr. J. A. Gillespie dealt 
with the drug evils and their menace. 


Dr. MULLIN of Vancouver was re-elected chairman of 
the public health bureau of the Board of Trade of Van- 
couver. 


Dr. JoHN Nay of Trail, B. C. has been appointed assis- 
tant medical advisor to the Workmen’s Compensation 
Board. 


THE Public Health Campaign in British Columbia, 
inaugurated by the B. C. Medical Association, commenced 
on March 20th. 

In the larger cities, Vancouver and Victor, Public 
Health meetings were held each evening for five consecu- 
tive days, whilst in the smaller cities, Nanaimo and New 
Westminster, one meeting is being held each week. Ow- 
ing to the bad roads it was found impossible to hold meet- 
ings simultaneously in the Interior and arrangements 
are therefore being made to hold these, commencing the 
first week in May. 

In Vancouver five halls were engaged for each of the 
five nights. One of the following subjects was given each 
night:—Cancer, Tuberculosis, Venereal Disease, Pre- 
ventive Medicine, Milk. Each subject was divided into 
three sections, a different doctor being in charge of each 


section. In this way no less than 75 medical men were 
speaking in Vancouver during the week. 

The same arrangement was made in Victoria wi h the 
exception that only one hall was used each night, which 
involved 15 different speakers during the week. 

This campaign has been heartily endorsed by all public 
organizations and the press. The Board of Trade pro- 
vided Chairmen for the meetings; Service Clubs includ- 
ing the Canadian, Gyro, Rotary and Kiwanis, had each 
a medical man speaking at their weekly luncheons, and 
the evident desire of the public to know more about the 
prevention of disease from the fully qualified medical man 
was manifested by the excellent attendances at the meet- 
ings. Press editorials and news reports were most grati- 
fying. 

One important result from this campaign will be a 
closer co-operation between the Provincial Health Officer 
and the medical profession. In future, through the 
British Columbia Medical Association, it will be possible 
to place at the disposal of the Provincial Health Officer, 
a speaker on any health subject of public interest, at any 
time, or place. 


The regular monthly meeting of the Vancouver Medi- 
cal Association was held on March 13th when Dr. A. H. 
Spohn read a paper on “‘ Infantile Eczema and its Relation 
to Food Metabolism.’”’ A clinical meeting of the same 
society was held on the 28th of the month at which a case 
of Actinomycosis of the face was presented by Dr. T. R. B. 
Nelles; a specimen of extra-tubal pregnancy was shown 


. by Dr. D. Lineham; a report on several cases of transfu- 


sion giving statistics and results was presented by Dr. 
J. Thomson and a case of toxic goitre with remarks on 
treatment and statistics by Dr. Alison Cumming. 


, GENERAL 


Copy of letter sent to Medical Societies of Canada. 


THE CANADIAN RADIOLOGICAL SOCIETY begs to an- 
nounce to the profession of Canada that the Society has 
established a Consultation Bureau where any and all 
questions pertaining to X-Ray and Radium may be sub- 


mitted for information, suggestions, or advice. This is 
being done cheerfully and entirely without charge, and 
with no mercenary motive. One of the chief objects of 
the Society is the maintaining of a thoroughly ethical 


standard in this special branch of medicine in Canada. 
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The Society is also desirous of securing a complete 
list of all persons within the Dominion of Canada who are 
actually engaged in the medical application of X-Ray or 
Radium, or who are interested in this branch in a scien- 
tific manner. Membership in the Society is available to 
physicians who are specialists in this department, and an 
associate membership is available to others of scientific 
attainment who are interested in this particular branch. 
Provision is also made for technicians. Application for 
membership or information should be made to the Secre- 
tary. 

The next annual Convention of the Society is being 
held in conjunction with the Canadian Medical Associa- 
tion Convention in Winnipeg, June 20-23rd. 

L. K. Poyntz, Secretary-Treasurer, 


Victoria, B.C. 


ANNOUNCEMENT OF THE MEDICAL FEL- 
LOWSHIPS BY THE NATIONAL RESEARCH 
COUNCIL OF THE UNITED STATES 


The National Research Council announces the estab- 
lishment of Fellowships in Medicine created for the pur- 
pose of increasing the supply of thoroughly qualified 
teachers in medicine in both clinical and laboratory subjects 
and in both curative and preventive aspects. The fel- 


lowships are supported by appropriations of the Rockefel- 
ler Foundation and the General Education Board amount- 
ing in total to One Hundred Thousand ($100,000) a year 


Dr. T. W. Smmpson, one of Napanee’s oldest physi- 
cians died of pneumonia on March 15th. An active prac- 


$ 


COLLECTED PAPERS ON THE PSYCHOLOGY OF PHANTASY, 
_ Dr. Constance E. Lonc. London, Balliere, Tindall 
and Cox. 


Tuts book consists of a series of chapters dealing main- 
ly with the Psychology of Children. The weakness in 
the volume is that each was originally published as a 
separate entity and as a result there is much needless repi- 
tition of the same material. 

The subconscious mental working of the child’s 
mind is taken up under several headings and there are very 
many excellent and interesting cases described throughout 
the volume, with the usual danger of the deductions being 
the viewpoint of the observer rather than the definite truth. 
Dreams are well discussed and there is fortunately a lack 
of the Freud sexual terminations to each problem under 
consideration. 

The book exhibits the return to more healthy psycho 
analytic conclusions among the British Freudians although 
the main viewpoints of Psychic activity are parallel to 
the original plan. The book will interest the person al- 
ready versed in these subjects but on account of the vo- 
luminous description of what could have been discussed 
in a much smaller volume, it is not suitable for a casual 
or less accustomed reader. 
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for a period of five years. Those receiving awards will 
be known as Fellows in Medicine of the National Re- 
search Council. To qualify for appointment as a fellow, 
a candidate must have the degree of Doctor of Medicine 
or Doctor of Philosophy from an approved university, or 
preparation equivalent to that represented by one of these 
degrees. Only citizens of the United States or Canada 
will ordinarily be appointed, although the fellowship 
board is authorized to set aside this provision in excep- 
tional cases. The fellowships will be open to both sexes. 
Since the principal purpose of establishing these fellow- 
ships is to increase the number of competent teachers in 
the field of medicine, each incumbent will be required to 
gain experience in teaching. As creative work is regarded 
as essential to the best teaching, emphasis will also be 
placed upon research. Fellows will be at liberty to choose 
the institutions or universities in which they will work, 
as well as the men under whose direction they will carry 
on their researches, subject to the approval of the fellow- 
ship board. Appointments are to be made for a period of 
twelve months, beginning at any time in the year, with 
an allowance of six weeks for vacation. ‘The time may be 
extended, however, if in the judgment of the board the 
work which the fellow has done justifies it. The stipends 
are not definitely fixed in amount; but they are intended 
to enable the individual to live comfortably while carrying 
on his special work as a fellow. The fellowships will be 
administered by a special committee, known as the Medi- 
cal Fellowship Board of the National Research Council. 
Correspondence concerning the fellowships should be ad- 
dressed to the Division of Medical Sciences, National Re- 
search Council, Washington, D.C. 









titioner, he had also served the town as Mayor and Coun- 


cillor for several years. 






ESSENTIALSOF LABORATORY D1AGNosis. FRANCIS ASH- 
LEY Faucur. Seventh revised and enlarged edition. 
F. A. Davis Co., Publishers, Philadelphia. Price, 
$4.50, net. 


Tuts book designed for students and practitioners 
contains upwards of 500 pages. It treats of laboratory 
procedures from care of the microscope to complex methods 
of serology. There are 14 sections, dealing with the sub- 
jects of sputum and blood examination, blood chemistry, 
biochemistry, animal parasites, bacteriological methods 
and serology; with an appendix on the preparation of 
stains and reagents and miscellaneous data. Much of the 
information is valuable and in a useful form; much on the 
other hand is too brief. The author has incorporated 
methods which have been superseded by newer and more 
accurate procedures, and others which have not withstood 
critical analysis. ‘ 


THe Criry THat Was. STEPHEN SmiTH, A.M., M.D., 
LL.D. Founder and First President American Pub- 
lic Health Association. Frank Allaben, 3 West 42nd 
St. New York. Octavo, pp. 211. Souvenir Edition. 
Issued at Semi-Centennial meeting of the American 
Public Health Association. 1921 (Copyright 1911). 
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Frosst’s Blaud Capsules present a 
known quantity of freshly precip- 
itated Ferrous Carbonate prepared 
after our own process. Each 10 gr. 
Capsule contains approximately 
1 gr. of Iron in the Ferrous state. 


**The result of our exarnination 
shows that of three leading Blaud 
preparations bought by us on the 
open market, the iron in Frosst’s 
Blaud Capsules showed the highest 
percentage of Ferrous Carbonate.’’ 

Milton Hersey Co., Limited 


FROSST’S BLAUD CAPSULES 


These Capsules do not oxidize nor 
harden with age—an ideal form 
for the administration of iron. 


Marketed in ethical packages of 
100, they may be prescribed by 
number to designate formula 
desired. 


Charter &. Frosst & Co. 


MONTREAL 





URASA 





A Granular Effervescent preparation containing Piperazine, 
Urotropine and Benzo-Citrate of Lithium. 


Recommended in the treatment of Minor Ailments, particularly 


in men of sedentary habits. 


Indicated in the treatment of High Blood Pressure and as 


a General Toxic Antiseptic. 


Inberal Sample sent free to any Physician 


FRANK W. HORNER, LIMITED 


“THE-ALL-CANADIAN-HOUSE” 


MONTREAL 
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Or great interest as coming from the oldest public 
health man now living—oldest in years as well as oldest in 
service—this volume vividly recounts unsanitary condi- 
tions in New York City in the bad old days and how they 
were reformed. All but unbelievable now in the telling 
were these conditions, yet (so great are the effects of usage 
and habit) commonplace, perhaps proper, possibly even a 
matter of pride to the then citizen of those days. ‘‘From 
1622 to 1886, a period of two hundred and forty-four years 
the land was practically undrained; the drinking water 
was from shallow wells, befouled by street, stable, privy, 
and other filth; there were no adequate sewers to remove 
the accumulating waste; the streets were the receptacles 
of garbage; offensive trades were located among the dwell- 
ings. In dark, unventilated, uninhabitable structures 
these wretched people were herded together, in cellars and 
garrets, as well as in the body of the building, until New 
York had the largest population to a square acre of any 
civilized city. Smallpox, scarlet fever, measles, diphtheria 
were domestic pestilences with which the people were so 
familiar that they regarded them as necessary features of 
childhood. Malaria fevers every autumn, consumption 
continually, typhus and typhoid, Asiatic cholera and some- 
times yellow fever attacked the citizens. Even so late 
as the five years preceding 1866 the death rate was 38 
per thousand compared with 12 to-day. 

Into this 500,000 population, reeking with disease, 
politics, graft, inhumanity, greed and vice in every form 
a small group of medical reformers, a legal altruist and a 
few laymen plunged their undaunted way. 

The story as told with great vigour by Dr. Smith is in- 
deed an epic, and should be read for its heroic qualities, 
its clear recital of great deeds well done, its boldness and 
its fire. True enough the whole book is an apotheosis 
of the now discarded filth theory of disease in its most de- 
veloped form. True enough that the theories on which 
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these great men acted were all wrong and that their re- 
sults were obtained indirectly and as a side issue of that 
which they themselves then regarded as their chief as- 
sault upon the main objective of their campaign. The 
search for the philosopher’s stone was also a misdirected 
campaign which nevertheless gave us high returns—mo- 
dern Chemistry—and allits tremendous adyances, for in- 
stance. This error in theory detracts no whit from the 
example in practice set to us of to-day: with our far greater 
knowledge we lack the courage and energy of these old 
giants, the pioneers who blindly bruised their floundering 
way to—modern civilization! 

Dr. Smith’s name will therefore long remain a glow- 
ing torch in the darkness of the past—an inspiration of 
the highest for the future for we cannot read this account, 
(and every medical and public health man of to-day should 
read it) without a quickened pulse and a glow of exalta- 
tion, all but envious; notwithstanding that one has also 
a heart-breaking stab of admiring pity for the pathos of 
it—the pathos of noble effort, misdirected even though 
triumphant; winning—but winning by mistake! 

Quoting poetry is often a mere space-filling device 
yet irresistibly the receiver of this book turns to poetry 
for adequate expression of its values. 

“Wonderful little when all is said 

Wonderful little our fathers knew 

Half of their remedies cured you dead 

Most of their teaching was quite untrue. 

* * * * + 
We are afflicted by what we can prove 
We are distracted by what we know 
So—ah So! 
Down from your heaven or up from your mould 
Send us the hearts of our fathers of old! 


Kipling—“ Rewards and Fairies” 
a. WW. oa. 


Books Received 


Abdominal Pain—By Professor Dr. Norbert Ortner, 
Chief of the Second Medical Clinic at the University 
of Vienna. Authorized Translation by William A. 
Brams, M.D. Published by Rebman Company, 
New York, 1922. May be obtained from the Mac- 
Millan Company, St. Martin’s House, Toronto. 


Basal Metabolism: Its Determination and Application— 
By Frank B. Sanborn, Editor. First Edition. 280 
pages, 60 illustrations, 25 tables. Published by 
Sanborn Company, Boston, Mass., 1922. Price 
$6.00 net. 


International Clinics—A quarterly of illustrated clinica! 
lectures and especially prepared original articles on 
Treatment, medicine, surgery, neurology, pediatrics, 
obstetrics, gynecology, orthopedics, pathology, der- 
matology, ophthalmology, otology, rhinology, laryn- 
gology, hygiene, and other topics of interest to stu- 
dents and practitioners, by leading members of the 
medical profession throughout the world. Edited by 
H. R. M. Landis, M.D., Philadelphia, with the col- 
laboration of Chas. H. Mayo, M.D., Rochester. Vol- 
ume 1, thirty second series, 1922. Published by J. B. 
Lippincott Company, Philadelphia. 


Diagnostic, Traitement et Expertise des Sequelles Oto- 
Rhino-Laryngologiques—Par le Dr. Jean Guisez; 
avec 115 figures dans le texte. Published by Li- 
brairie J. B. Bailliere et Fils, 19 Rue Hautefeuille, 
Paris, 1921. 


Nutrition and Growth in Children—By William R. P. 
Emerson, A.B., M.D., 324 pages with 18 illustrations 
and a number of charts. Published by D. Appleton 
and Co., New York and London, 1922. 


An Essay on Physiology of Mind—By Francis X. Dercum, 
M.D., Ph.D., 12 mo of 150 pages. Philadelphia and 
London, W. B. Saunders and Co., 1922. Cloth 
$2.00 net. J. F. Hartz and Co., Toronto. 


The Archives of Diagnosis—A Journal published four 
times a year and devoted to the study and the pro- 
gress of diagnosis and prognosis. Founded by 
Heinrich Stern, M.D., LL.D., F.A.C.P. Published 
by Rebman Company, 141 West 36th Street, New 
York. Single Copies $1.00. Subscription in the 
United States and Colonies, $3.00 a year; foreign, 
$3.50. 


Practical Psycho-Analysis—By H. Somerville, B.Sc., 
F.C.S., L.R.C.P., M.R.C.S., 142 pages. Published 
by Bailliere, Tindall and Cox, 8 Henrietta Street, 
Covent Garden, London, England, 1922. Price 
$1.50 net. 


Internal Secretion and the Ductless Glands—By Swale 
Vincent, LL.D., D.Sce., M.D., M.R.C.S., L.R.C.P., 
F.R.S., (Edin.), F.R.S. (Can). F.Z.S. ImIustrated. 
Second Edition. Price $3.00 net. Published by 
Edward Arnold and Co., 41 Maddox Street, London, 
W.i., 1922. 
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